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Chapter 1
General introduction
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INTRODUCTION
I started this PhD project, focused on older adults and their relational empowerment 
processes, about four years ago. Back then, I still had rather healthy grandparents on 
my mother’s side, and a less healthy grandmother on my father’s side. Simultaneous 
with my professional exploration of the empowerment of increasingly dependent 
older adults in general, my own grandparents started to become increasingly 
dependent. Their mental and/or physical health began to deteriorate and they 
started to need more support. The way both sides of my family handled this 
increased care need differed greatly, which of course moved me as a granddaughter 
but also interested me as a researcher. 
The two stories were as follows. My mother’s parents still lived at home. When my 
grandfather became physically ill, this triggered my grandmother’s beginning 
dementia and she quickly deteriorated. Suddenly, they needed care and assistance 
24/7. My mother and her five siblings talked to my grandparents to find out how 
they preferred this assistance to be arranged, and held a family meeting to discuss 
practical options. This resulted in each of the siblings taking up shifts according 
to their availability, supplemented with independent professionals. When my 
grandmother’s dementia deteriorated even further, and assisting her became more 
of an emotional burden, they increased the independent professional’s hours to 
give themselves some respite. Several neighbors, with whom they had a close 
relationship, were involved but just as friendly neighbors and not as caretakers. 
All along, my mother and her siblings kept asking my grandparents whether they 
were still happy with the way their support was arranged, and they kept checking 
up on each other to prevent anyone from becoming overburdened. When first my 
grandfather and, a year later, my grandmother died, their children felt like they had 
given their parents the best care possible, and they had appreciated having been 
able to spend time with their parents and with each other. 
The second story is a bit more complicated. My grandfather on my father’s side died 
when I was ten years old, and my grandmother lived by herself ever since. Some years 
ago, my grandmother had a small cerebral hemorrhage, which made her disoriented 
and forgetful. After a period during which my father and his five siblings took shifts 
in assisting her with her daily activities her situation got worse and they decided 
she could no longer live independently. My grandmother had been clear about not 
wanting to move to a home for the elderly. However, none of her children were able 
or willing to take her in, so she had to move, against her will. While living there, she 
kept complaining about the place being boring, the other residents being so old, 
and about feeling lonely. Still, there appeared to be no other option. Even though 
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some of her children were already retired and had enough room in their homes, to 
permanently care for their dependent mother was not an easy decision to make. So 
she just had to stay there. Luckily, the home where she lived had to be remodeled 
and she could move to a different, anthroposophist home where she felt more 
comfortable and valued. She died there. 
These two stories made me realize how much your life as an older, care needing adult 
depends on the people around you. Do people ask you what you want? And do they 
actually listen? Do you trust them enough to ask them for support? Do they stimulate 
you to accept the help you know you need but would rather not admit to needing? 
With current changes in health care services in the Netherlands – and also in many 
other Industrialized Western countries – older adults will come to depend even more 
on their partner, adult children, friends and neighbors.
Naturally, my grandparents and the people around them are not unique in their 
process of growing dependence and informal care provision. Populations in 
Western countries are aging, due to increasing life-expectancy and the baby-
boom generation reaching the retirement age. In the Netherlands, in 2030 about a 
quarter of the population will be aged 65 and over (van Campen, 2008). In 2005 the 
Dutch government formulated a vision on this aging population, stating that older 
adults are ‘sovereign and worthy citizens, also when important sources to support an 
independent existence disappear’ (Ministerie van Volksgezondheid, Welzijn en Sport, 
2005). In this policy the government made the participation of older adults a shared 
issue, inviting older adults to take responsibility and be part of society, and inviting 
‘society’ to respect and include older adults. If the government and civil society 
would work together, the aging population would not have to be a problem. A little 
earlier, in 2002, the World Health Organization (WHO) made a similar statement: 
‘[…] countries can afford to get old if governments, international organizations and 
civil society enact “active ageing” policies and programs that enhance the health, 
participation and security of older citizens’ (WHO, 2002:6). While in the following years 
in the Netherlands some cautious changes were made, it took until 2013 for this 
notion to actually sink in, when the King in his annual speech referred to this shared 
responsibility as a transition towards a ‘participation society’.
 
When reading this, the transition towards a participation society appears to be 
mainly value driven.  However, an important motive for the government was to 
attempt to cut the perpetually rising care expenses by changing the structure of the 
welfare state (Korpi, 2003; de Boer and van der Lans, 2011). Expensive long-term care 
needed to be decreased whenever possible, and replaced by informal support, or 
short-term or incidental care. Before, care for older adults was for a large part covered 
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by the General Act for Special Health Care (Algemene Wet Bijzondere Ziektekosten, 
AWBZ), which included intensive long-term care in homes for the elderly and nursing 
homes, and long-term home care. However, the aging population will most likely 
cause for these intensive forms of care to become unaffordable (van Campen, 2008). 
The government is hoping to reduce the AWBZ costs by limiting access to homes for 
the elderly and other expensive forms of care, and replacing this, as much as possible, 
by a combination of: 1) informal care, 2) primary health care, covered by the Health 
Insurance Act (Zorgverzekeringswet, ZVW); and 3) light long-term care, covered by 
the Social Support Act, also known as the Participation Act (Wet maatschappelijke 
ondersteuning, Wmo), and 4) long term care which will still be covered by the Long-
term Care Act (Wet Langdurige Zorg, WLZ), but will become less accessible. 
The transition towards a participation society also has some implications for its 
citizens. Part of this transition includes an increased focus on successful and active 
aging. The WHO defines active aging as ‘[…] the process of optimizing opportunities for 
health, participation and security in order to enhance quality of life as people age’ (2002: 
12). The Dutch government, along with governments of surrounding countries, 
hopes that informal care will fill up the care gap caused by health care cut-backs 
(WRR, 2006). Citizens are explicitly expected to organize their own support with their 
family, neighbors, and friends, include volunteers, or hire private care givers (van 
Campen, 2011). Now that older adults increasingly remain in their own homes in the 
neighborhood, they will need more assistance from the people around them. On the 
positive side, many older adults actually prefer staying in their own homes rather 
than moving to a home for the elderly (ibid.). On the negative side, however, older 
adults have been seen to try to live as independently as possible and resist being 
dependent on any forms of care, even when they do need support (ibid.). Living as 
independently as possible is increasingly expected of older adults, which causes 
increased pressure on older people and their families.
When translated to my own family, this meant that my mother and her siblings 
arranged the care for their parents in line with these new policies. They provided 
most of the support themselves and hired some professional care workers, to ensure 
that my grandparents could remain in their own house and their own community. 
For my other grandmother, on my father’s side of the family, this transition would 
have meant that she would not have been able to go to a home for the elderly, since 
her care needs were not intensive enough. My father and his siblings would have had 
to find a way to arrange the care she needed in her own home. She would probably 
have been glad with this solution, but for her children it would have been difficult to 
arrange. After a while, they might have become overburdened, and this might have 
had a negative influence on their relationship with their mother, and with each other. 
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COMPLICATIONS
The transition of the welfare state might result in older adults not receiving the 
care they need, and in some cases even becoming neglected and isolated, and 
losing control over their lives and care due to a lack of choice (van Tilburg et al. 
2004; Jonker et al. 2009). Several reasons for this can be identified. To begin with, 
the bulk of care for older adults worldwide is already provided by social network 
members (WHO, 2002). This care is mostly provided by one main care giver, often the 
partner or one of the children. The care possibilities of the main care giver cannot 
be stretched indefinitely, and with an increased appeal on informal care comes the 
risk of overburdening informal care givers (de Boer et al, 2009). This is predominantly 
a risk for women, since they traditionally and stereotypically take up the biggest 
part of the informal care tasks, next to the household, the children and a job (Abma, 
2014). Secondly, research shows that the neighborhood-based participation society 
does not emerge by itself, the support exchanged between neighbors appears to 
be limited (Linders, 2010). Additionally, older adults’ social networks often become 
smaller over time as family members and friends pass away, with loneliness and 
social isolation as a risk (WHO, 2002). If ‘new’ informal care givers are needed, they 
need to be ‘found’ and activated. A third reason is that informal care seems to have its 
boundaries. Several tasks such as grocery shopping, financial administration, taking 
care of the garden or taking out the trash are taken up happily, mostly by children 
and neighbors (Broese van Groenou and van Tilburg, 2007). However, taking older 
adults in your own home, having to shower them, or helping them with their support 
stockings every day, appears to be out of the question (Tonkens and de Wilde, 2013; 
Westendorp, 2013). Lastly, older adults seem to postpone thinking about becoming 
more dependent in ‘the future’, no matter how near this future might be (Roe et al., 
2001; Gillsjö et al., 2011).
We can speculate about the effects the welfare state revisions will have on older 
adults and their social networks – such as my grandparents, my parents and the rest 
of the family – but we cannot be sure yet. For example, will the participation society 
stimulate older adults to organize their care differently and/ or appeal to other forms 
of care and support (van Campen et al., 2013), forced or by free will? And will this 
suffice in filling the care gap between diminishing formal care and yet to be increased 
informal care? How can older adults retain self-mastery in the face of limited formal 
and increasing informal care? And what do these transitions mean for the role of the 
social worker, who will have less and different tasks and responsibilities?
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FAMILY GROUP CONFERENCING
One way to deal with the above mentioned problems - the risk of overburdening 
informal care givers, older adults’ slimming social networks, boundaries to informal 
care, and older adults’ fear of losing control - might be Family Group Conferencing 
(FGC). An action group of women aged 55 and over, the Wise Older Women (WOW), 
saw FGC as a possible solution. WOW has been defending the rights of women aged 
50+ since 1981, by trying to influence political decision making, promoting a positive, 
non-traditional imaging of older women by showing their strengths and experiences, 
and supporting each other in work and daily activities1. WOW signaled a fear 
amongst their peers to lose control over their lives when becoming older and frailer. 
They asked our research group to assist them in implementing and researching FGC 
for older adults. Additionally, politicians saw it as a promising model to fill the care 
gap, and we received a grant from the Ministry of Health, Welfare and Sports to carry 
out a research project focused on the possible influence of FGC on older adults’ 
experienced control and relational empowerment. 
FGC is a meeting between a person who needs help and support – the ‘central’ 
person -  and his social network, in which they discuss the person’s situation and 
possible solutions that build on the available strengths and capabilities, and in 
which they set up a support plan. It is a decision-making model which keeps or 
makes a person and his social network responsible for the existing situation and 
for finding solutions, and it gives people the right to make their own decisions (van 
Pagée, 2006). It is important to note that in the FGC context the social network is 
conceived of in the broad sense of the word and includes family members, friends, 
acquaintances, colleagues, and neighbors. Social workers can give information about 
the care options and facilitate the social network’s decisions. However, the plan is 
made by those who know the person and his situation best: the person himself and 
those closest to him. 
The FGC is organized by a coordinator who works for the Dutch FGC foundation as 
freelancer and is trained by the FGC foundation. The coordinator should not be a 
social work professional, but a citizen who is willing to support fellow citizens. It is 
expected that the relationship among citizens is more equal than the relationship 
with a professional or expert, and that FGC participants will more easily talk to a 
fellow citizen than to a professional. Additionally, the central person can choose the 
coordinator’s ethnic and/or social background, as that helps the coordinator and 
members of the network to understand and relate to each other2. The independent  
 
1 www.wouw-amsterdam.nl, visited on 16 November 2011
2 www.eigen-kracht.nl, visited on 16 November 2011
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position of the coordinator as fellow citizen is thought to be crucial for the success of 
the FGC. The FGCs and the coordinator are mostly paid for by the municipality. The 
FGC process has three phases (Sundell et al., 2001), which we present in Figure 1 and 
describe below.
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
During the preparation phase, the coordinator helps the central person to explore his 
social network. The person decides whom to invite for the conference. Subsequently, 
the coordinator contacts the selected members of the social network and has 
preparatory talks with each one of them. The coordinator also helps the central 
person to formulate the main question, pick a time and place, and help decide 
whether or not to invite social and/or medical professionals. Phase two is the FGC 
itself, which consists of three parts. The first part, the information phase, is the start 
of the meeting, during which professionals can provide the information needed to 
help answer the person’s main question. The participants can ask for clarifications 
and more elaborate explanations. In the second part, the private time, the person 
and his social network deliberate together; the professionals and the coordinator 
are not present. The network members formulate a plan and decide on how to 
evaluate it. During the third part of the meeting the participants present their plan 
to the coordinator and the professionals involved. The coordinator helps finalize the 
plan and make it as concrete as possible. If the plan demands the support of a social 
worker or other professionals, they will stay or get involved. Otherwise, the last phase 
(carrying out, evaluating and adjusting the plan) is entirely up to the central person 
and the social network.
At the start of our research project, FGC had yet to be introduced in the field 
of elderly care. We initially planned to start a pilot project in one particular 
neighborhood in Amsterdam, so we could set up a collaboration with the social work 
and care organizations active in that neighborhood, and focus our implementation 
activities. However, these organizations could not guarantee that their employees 
would refer enough older adults for a FGC to generate sufficient data for our study. 
As a result, we broadened our efforts to the whole of Amsterdam. Together with 
the Dutch FGC foundation and WOW, we organized information meetings, training 
16 Independence or interdependence
sessions and conversations with managers, social workers and older adults. A list of 
the types of organizations can be found in Table 1. 
Social work organizations Elderly associations
Welfare organizations The municipal health service
Home care organizations Neighborhood boards
Community work organizations The Dutch cancer institute
Volunteer organizations Mental health care organizations
Elderly advise boards Neighborhood academies
Self-organizations Housing corporations
Care counters The food bank
Hospitals Urban projects focused on older adults
The Amsterdam alarm center Keypersons from our own network
A group of home doctors focused on older adults Homeless shelters
Table 1. Amsterdam-based organizations informed about FGC for older adults
The type and amount of contact we had with the organizations differed. We visited all 
the organizations mentioned in Table 1, since they indicated to be interested during 
the first contact by telephone. Subsequently, we informed them about the possibility 
to offer the older adults they were in contact with the possibility of organizing a FGC. 
We also offered training or information sessions for their employees, to help them 
feel more comfortable with the FGC model. Some organizations were only visited 
once, with others the contact was more intensive. To inform older adults directly, 
we organized 10 meetings in which an informational movie about FGC was shown 
and the attendees were given the possibility to ask questions. Finally, we placed 
advertisements in local newspapers and specialist journals. 
The general attitude towards FGC of all the managers, social and care workers, 
volunteers and older adults we came in contact with, was positive. Most of them 
thought of FGC as a great model to appeal to people’s strengths. Social and care 
workers generally saw a surplus value of FGC for their jobs. Most organizations were 
committed to referring a certain amount of older adults to the FGC foundation. 
However, in practice this appeared to be easier said than done, and the promised 
amounts of referrals could not be realized. This raised the question of why 
implementing FGC for older adults turned out to meet so many obstacles. 
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MAIN RESEARCH QUESTION
The initial main research question of this dissertation was: ‘(How) can Family Group 
Conferencing help older adults to retain and/or enhance their relational empowerment?’
We focused on relational empowerment, since previous research in the field of 
childcare found that FGC can help empower the central person and his social 
network (Hayes and Houston, 2007; Sundell and Vinnerljung, 2004; Cosner Berzin et 
al., 2007; Holland and O’Neill, 2006; Crampton, 2007). For older adults, this had not 
been researched yet. Also, while empowerment is seen as an important FGC goal, 
the processes through which FGC can help achieve this have not been explored yet. 
So, the theoretical framework around FGC in general - and FGC for older adults in 
particular – first needed clarification. Subsequently, we tried to answer the question 
of what FGC could mean for older adults concerning relational empowerment, from 
the perspective of older adults, social network members and professionals. Finally, 
there is lack of insight into social workers’ roles in helping older adults and their social 
networks achieve increased relational empowerment through FGC. What is needed 
from social workers to help older adults feel empowered and assist them in making 
and carrying out their own plans? 
So, we started the research project with a main focus on the FGC process itself, and 
how older adults, social network members and social workers experienced this 
process. Additionally, because of our active role in the implementation process, 
we were able to timely observe that the referral numbers were abnormally low, 
only eight older adults applied for a FGC. This led us to partly shift our focus to the 
FGC implementation process, and reasons for social workers and older adults to be 
hesitant towards FGC. As a result, we added the following research question to the 
initial main question: ‘Which factors - on the level of social workers and of older adults – 
influence the implementation of FGC for older adults?’ 
RESEARCH DESIGN AND METHODS
We departed from a Participatory Action Research (PAR) approach (Cornwall and 
Jewkes, 1995; White et al., 2004), with a predominant focus on the participatory 
aspect since the research plan and process were set up and carried out in 
collaboration with (part of ) the key stakeholders. In its first position paper, the 
International Collaboration for Participatory Health Research (ICPHR) comments on 
this participatory aspect in stating that: 
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‘For PHR [Participatory Health Research] the primary underlying assumption is that 
participation on the part of those whose lives or work are the subject of the study 
fundamentally affects all aspects of the research. The engagement of these people in the 
study is an end in itself and is the hallmark of PHR, recognizing the value of each person’s 
contribution to the co-creation of knowledge in a process that is not only practical, but 
also collaborative and empowering...’ 
(International Collaboration for Participatory Health Research, 2013:5)
In our case, the first important stakeholders were members of the WOW, who had 
been the initiators of the introduction of FGC for older adults, and of the research 
project. They we strongly embedded in - and could arrange for us to have access 
to - several communities of active older adults, and they could represent the 
voice of older adults. A second stakeholder was the Dutch FGC foundation, which 
had a great deal of experience with introducing FGC to various target groups by 
organizing information meetings and training sessions. They knew about hesitations 
social workers might have, and they had ways to motivated them to at least try 
working with FGC. A third important stakeholder would have been the social work 
organizations which worked with older adults. However, as mentioned before, 
while social work managers were positive about the FGC for older adults they were 
not open to actual collaboration by letting the FGC foundation organize a series of 
training sessions to support social workers through the process of offering FGCs to 
their clients. As an alternative, we organized information meetings for a large number 
of organizations working with older adults in Amsterdam, together with the Dutch 
FGC foundation and WOW for older adults. Additionally, we made appointments with 
managers and their employees, and we placed advertisements in local newspapers. 
The study of the FGCs themselves followed a responsive evaluation design (Abma 
and Widdershoven, 2006). We developed this design in close collaboration with 
WOW and the Dutch FGC foundation, but also with the criteria of the funding party 
we were aiming for in mind. This led us to formulate a less PAR oriented, and more 
pre-fixed design. We did explicitly include the perspectives of different stakeholders, 
which is an important characteristic of a responsive evaluation. To begin with, we 
included the views of the different participants in the FGC, namely the older adults, 
their social network members and the social workers involved. Additionally, we 
focused on the perspectives of older adults in general, the WOW members, and social 
workers with and without FGC experience. All these different perspectives shed their 
own light on the issue and gave us a more complete, richer view.  
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In the following, we describe the methods we used to study the FGC processes of the 
eight older adults, and for the research on the factors that worked inhibiting on the 
implementation of FGC for older adults. 
Multiple case study: eight FGCs for older adults
To research the actual FGC experiences, we used a case-study design (Stake, 2006). 
We closely monitored the eight older adults for whom a FGC was organized during 
their FGC process. If possible, we interviewed them before the FGC, shortly after, and 
six months later. We also interviewed members of their social network, and social 
workers if they were involved with the case. The flowchart of the case-study design is 
depicted in Figure 2. 
Before the FGC 
interview with:
• older adult
Shortly after the FGC 
    interview with:
       • older adult
    • member social network
 • social worker
Six months after the FGC 
    interview with:
       • older adult
Figure 2. Flowchart of case-study design
The interviews were focused on relational empowerment processes which did or did 
not take place during the FGC process. The first interview with the older adult was 
focused on his general situation, his physical and emotional wellbeing, the support 
he already received, and the reason to organize the FGC. In the second interview, we 
talked about the FGC and how the older adult had experienced it. At this stage, we 
also asked a social network member and a professional similar questions to compare 
their views and experiences with the older adults’ story. During the third interview 
with the older adult, about six months after the FGC, we reflected with him on the 
entire FGC process and on the extent to which the FGC process had indeed improved 
his situation. 
Introducing FGC: inhibiting factors for older adults and social workers
Since the introduction of the FGC for older adults proved to be a slow and difficult 
process, we focused part of our research on the inhibitions of both older adults and 
social workers. 
We studied older adults’ hesitations and inhibitions by carrying out individual 
interviews, duo interviews (mainly with marital spouses) and focus group sessions 
with a total of 74 respondents. Most of these interviews and focus group sessions 
were carried out by three groups of social work students in the fourth year of their 
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education. Additionally, the research group carried out a focus group session with a 
group of WOW members, and an individual interview with one of the WOW members 
who had initiated the research project. The data gathering process is depicted in 
Figure 3.
Group 1 (Sept-Dec 2012): 3 students
Group 2 (Jan-Jul 2013): 2 students
Group 3 (Sept-Dec 2013): 4 students
• 2 focus group sessions in urban areas (N=12)
• 2 focus group sessions in suburban areas (N=9)
• 1 duo interview in a suburban area (N=2)
• 2 individual interviews in rural areas (N=2)
• 2 duo interviews in rural areas (N=4)
• 2 focus group sessions in suburban areas (N=7)
• 3 focus group sessions in urban areas (N=17)
• 2 individual interviews in suburban areas (N=2)
• 2 individual interviews in rural areas (N=2)
• 1 duo interview in a suburban area (N=2)
• 2 duo interviews in rural areas (N=4)
Additionally:
• 1 focus group session 
(N=10)
• 1 individual interview 
(N=1)
Total: 74 respondents
Figure 3. Flowchart of research on older adults’ inhibitions towards FGC
To study the inhibitions felt by social workers, we employed an exploratory design 
(Lincoln and Guba, 1985). We knew little about social workers’ attitudes towards FGC 
for older adults, besides the fact that they barely referred their clients for an FGC. To 
find explanations we used a phased design, adhering to the constant comparison 
method (Glaser, 1965). We started off with a survey among 36 social workers in order 
to get a more general idea of social workers’ ideas about FGC for older adults. This 
was followed by a qualitative study to further discuss the themes that appeared from 
the survey (See figure 2). We organized three focus groups sessions: 1) with social 
workers with experience with organizing a FGC for one or more clients, 2) with social 
workers without such experience, and 3) with a mixed group of social workers with 
and without FGC experience with older adults.
21Chapter 1
Phase 1: implementation
Informing social workers 
about FGC
n=106
Social work organizations, care providers, welfare organiza-
tions, general practitioners, community work organizations
Phase 2: orientation
Survey among 106 social 
workers
n=36 (item non-response = 9)
Mostly elderly advisors, case managers and counselors
Phase 3: qualitative study
3 group interviews
5 individual interviews
Group interviews: n=12
7 elderly-advisors, 2 general social workers, 1 informal care 
consultant, 1 manager of a district post for older adults, 
1 empolyee of a ‘home of the neighbourhood’
Individual interviews: n=5
4 social workers in the process of a FGC for an older adult
1 district manager of the FGC foundation
Figure 4. Flowchart of research on social workers’ inhibitions towards FGC for older adults
Analysis
The focus group sessions and individual interviews were analyzed using MaxQda10. 
This software program for qualitative data analysis is intuitive in its use and has useful 
tools to both get an overview of the coded segments belonging to one code, and 
seeing the coded segment in its context. We used a thematic analysis, to identify 
and analyze patterns of themes in the data (Braun and Clark, 2006). It is a detailed 
process of describing empirical data, in which the researcher defines the themes 
based on their relevance for the central research question. This process entails five 
phases: 1) closely reading the transcriptions, 2) generating initial codes, 3) searching 
for overarching themes, 4) reconsidering the themes, and 5) confirming and naming 
the themes. As sensitizing concepts, to give the analysis some general direction, we 
used an operationalization of resilience and relational autonomy. During the research 
process, we went back and forth between the empirical data and the theoretical 
concepts, making it an iterative process. To be more precise, we used the concepts 
to give meaning to the data, but we also used the data to reflect on the theoretical 
concepts and their relationship with each other. This enabled us to construct a 
preliminary theoretical framework which we could change or enrich with the help of 
our data. Jackson and Mazzei (2013) call this ‘thinking with theory’.
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READING GUIDE
In chapter 2, we provide a theoretical underpinning for the FGC, based on the 
concept of relational empowerment. Since (relational) empowerment is a rather 
broad concept, we use the concepts of resilience and relational autonomy as 
operationalization. 
In chapter 3, we apply the theoretical underpinning (chapter 2) to two contrasting 
cases: in the first case, an extensive plan was made, most elements of the plan were 
carried out, and the people involved were positive about the process and outcomes; 
in the second case, the plan was less clear and more difficult to carry out, and the 
people involved were less positive about the process and outcomes. We used the 
theoretical framework to find an explanation for these differences, and we used the 
cases to test the theoretical framework on.
Chapter 4 reports on reasons that the older adults in our study had to resist the 
application of FGC in their own situations. To explore those reasons, we organized 
focus group sessions and individual or duo interviews with community-dwelling older 
adults in urban, suburban and rural areas. Themes were: views on and experiences 
with aging and with being in control or losing control, views on organizing a FGC for 
themselves, ideas about which social network members to invite, and ideas about 
circumstances under which they would consider organizing a FGC. 
In chapter 5 we discuss social workers’ reasons to be hesitant towards offering FGC to 
their older clients. To research this, we organized three focus group sessions with: 1) 
professionals with FGC experience, 2) without FGC experience, and 3) a mixed group 
with and without experience. Themes we discussed in these focus group sessions 
were: actual FGC experiences in the field of child care and/or elderly-care, expectations 
concerning the application of FGC for older adults, and reasons why – and situations 
in which – they would or would not offer FGC to their older clients. During the last 
focus group session, with a mixed group of social workers with and without FGC 
experience, we discussed statements based on the data we gathered during the first 
two focus group sessions.
In chapter 6, we give a general description of the eight cases and search for common 
factors which seem to influence the FGC process and outcomes in a positive or 
negative way. Hochschild’s (2009) theory on feeling and framing rules, and the 
addition Tonkens (2011) provided concerning the influence of societal transformation 
on these feeling and framing rules, helped us to better understand the differences in 
the eight FGC processes and outcomes. 
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Chapter 7 is the last and concluding chapter in which we give an overview of the 
most important results of our study, and we give a theoretical reflection. We conclude 
with recommendations for research, education and practice. 
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ABSTRACT 
In the last decade, Family Group Conferences (FGCs) have increasingly been used 
to help people and their networks deal with their problems. The FGC fits well 
with the call for equal rights and self-management coming from clients and client 
movements, as well as the economy-driven pressure towards more informal and less 
professional care coming from governments. However, there is a lack of knowledge 
about the underlying theory to explain how the FGC works. In this article, we aim to 
provide such a theoretical basis by examining how the concept of empowerment 
can be linked with the basic assumptions underlying the FGC. Can making a plan 
of their own indeed help to empower people and if so, how does the process 
of empowerment proceed? Empowerment is often mentioned as a goal of the 
FGC, but authors are not unanimous when it comes to the operationalisation of 
empowerment, especially on the relational level of the person in his or her social 
context. In the article, we use the concepts of relational autonomy and resilience to 
conceptualize empowerment on the relational and individual level. 
Key words: Empowerment, Family Group Conferencing, Relational Autonomy, 
Resilience
INTRODUCTION
Since the 1970s, client-movements in Western European countries have been 
combating for the rights of disabled people, psychiatric patients, older adults, and 
other vulnerable groups in society (Campbell, 1996; Campbell and Oliver, 1996; van 
Houten and Bellemakers, 2002). Clients have increasingly been fighting for the right 
to co-decide and co-create when it comes to the care and support they receive. 
Simultaneously, a paradigm shift has been taking place within Western European 
welfare states, focusing on more rights but also on increasing responsibilities for 
citizens. Due to rising care expenses (3www.OECD.com4) a new, less expensive, 
approach towards care is necessary (ibid.) and Western European governments 
are moving towards a liberal, market oriented system, as can be found in the US 
and Canada (Taylor-Gooby, 2004). A result may be a decreasing accessibility to 
professional care facilities, especially for those who are financially deprived. People 
who cannot afford expensive care facilities will have to find other, informal ways to 
arrange their support. 
3 Visited on 18 October 2011
4 Visited on 18 October 2011
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The liberalization of Western European welfare states is accompanied by a shift 
towards more citizen participation (RVZ, 2012) and a focus on citizen’s strengths and 
capacities. This is reflected in the UK invented slogan ‘Small government, big society’. 
Another example is the Dutch Social Support Act, which calls for more voluntary and 
community based care (Ministry of Health, Welfare and Sports, 2004). People should 
not lean on the government but take care of themselves, if necessary with the help of 
others (ibid.). Volunteers and informal care-givers are supposed to fill the gap left by 
the professional care system.
The decision-making model Family Group Conferencing (FGC) combines well with the 
call for equal rights and self-management coming from clients and client movements, 
as well as with the pressure towards organizing more informal and less professional 
care coming from the governments. Potentially, the FGC can represent a more social 
embodiment of the shift towards a liberal care model. The FGC is receiving more 
and more attention from politicians and researchers, but little is known about its 
theoretical basis. This paper aims to provide a theoretical framework for the FGC.
We will first describe the FGC and its basic assumptions. Then, we will introduce the 
theoretical concepts of empowerment, resilience and relational autonomy and argue 
why these concepts have a strong connection to the FGC and can help explain the 
process and outcome of the FGC. We conclude the article with discussing the use of 
these insights for research and practice.
FAMILY GROUP CONFERENCING
The Family Group Conference (FGC) focuses on people’s strengths and capabilities 
instead of on their problems, it seeks to include their extended social network, and it 
is thought to have an empowering influence on people and on their social networks. 
The FCG is an intervention in which a plan is not made by a professional, but by the 
person who needs help and support himself, together with his social network. Typical 
of the FGC is that it is not just family-centred but family-driven (de Jong and Schout, 
2011) or broader: social network-driven. Professionals can be involved as well, but 
they follow the ideas of their clients and the clients’ social networks. So with the 
organization of an FGC the decision-making power is given to clients, and their social 
network. An FCG is expected to be better tuned to clients’ needs as it departs from 
the experiential knowledge of the client and his network. The FGC is thought to be 
less expensive than the current professional-driven care model, since a large part of 
care and support is provided by unpaid members of the social network instead of by 
(expensive) professionals (Marsh, 2007). 
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The FGC originated in New Zealand and is now carried out in different ways across 
different countries such as Australia, America, Canada, Sweden and Norway (e.g. 
Adams and Chandler, 2004; Holland et al. 2005; Holland and O’Neill, 2006; Lupton 
and Nixon, 1999; Marsh and Crow, 1998; Merkel-Holguin, 2004; Sundell et al., 2001; 
Sundell and Vinnerljung, 2004; Cosner Berzin et al., 2007). In most countries, the FGC 
is mainly applied in child care. However, various authors (Nixon et al, 1996; Hayden, 
2009; McGarrell and Hipple, 2007; Crampton, 2007; Wright, 2008; Curtis et al., 2001) 
mention the use of FGCs for adolescents, adults, and older people, and in cases of 
social isolation, child abuse, debts and domestic violence. 
Here we will describe the ‘pure’ form of an FGC, the way in which it was first carried 
out in child care in New Zealand and is still carried in some countries, e.g. the UK and 
the Netherlands. An FGC is a meeting between a person who needs help and support 
– the ‘central’ person -  and his social network, in which they discuss the person’s 
situation and possible solutions that build on the available strengths and capabilities, 
and in which they set up a support plan. It is a decision-making model which keeps 
or makes a person and his social network responsible for the existing situation and 
for finding solutions, and it gives people the right to make their own decisions (van 
Pagée, 2006). It is important to note that in the FGC context the social network is 
conceived of in the broad sense of the word and includes family members, friends, 
acquaintances, colleagues, neighbors, etc. Social workers can give information about 
the care options and facilitate the social network’s decisions. However, the plan is 
made by those who know the person and his situation best: the person himself and 
those closest to him. 
The FGC is organized by a coordinator who works for the national FGC foundation as 
freelancer and is trained by the national FGC foundation. The coordinator should not 
be a social work professional, but a citizen who is willing to support fellow citizens. It 
is expected that the relationship among citizens is more equal than the relationship 
with a professional or expert, and that FGC participants will more easily talk to a 
fellow citizen than to a professional. Additionally, the central person can choose the 
coordinator’s ethnic and/or social background, as that helps the coordinator and 
members of the network to understand and relate to each other (www.eigen-kracht.
nl5). The independent position of the coordinator as fellow citizen is thought to be 
crucial for the success of the FGC. The FGCs and the coordinator are mostly paid for 
by the municipality. 
The FGC process has five phases (Sundell et al., 2001), which we present in Figure 1 
and describe next.
5 Visited on 16 November 2011
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Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1: Scheme of the FGC process
During phase one, the preparation phase, the coordinator helps the central person 
to explore his social network. The person decides whom to invite for the conference. 
Subsequently, the coordinator contacts the selected members of the social network 
and has preparatory talks with each one of them. The coordinator also helps the 
central person to formulate the main question, picks a time and place, and helps 
decide whether or not and which social and/or medical professionals to invite. Phase 
two, the information phase, is the start of the meeting, during which professionals 
can provide the information needed to help answer the person’s main question. The 
participants can ask for clarifications and more elaborate explanations. In the third 
phase, the private time, the person and his social network deliberate together; the 
professionals and the coordinator are not present. The network members formulate 
a plan and decide on how to evaluate it. During the fourth phase the participants 
present their plan to the coordinator and the professionals involved. The coordinator 
helps finalize the plan and make it as concrete as possible. If the plan demands 
the support of a social worker or other professionals, they will stay or get involved. 
Otherwise, the fifth phase (carrying out, evaluating and adjusting the plan) is entirely 
up to the central person and the social network.
FGC RESEARCH
Research concerning FGCs mainly focuses on user-satisfaction, the extent to which 
the plan is carried out and the extent to which informal care replaces formal care (e.g. 
Sundell and Vinnerljung, 2004; Burford, 2004; Shore et al., 2002; Weigensberg et al., 
2009). This research has shown that the FGC’s bottom-up process and the focus on 
bonds within the social network tend to increase social support, the involvement of 
children and young persons in the decision-making process, and user-satisfaction. It 
also stimulates empowerment (Holland et al. 2005; Lupton and Nixon, 1999; Sundell 
and Vinnerljung, 2004; Cosner Berzin et al., 2007, Holland and O’Neill, 2006). In fact, 
most of the activities included in the FGC plans, 80% on average, are assigned to a 
member of the network rather than to a professional (van Beek, 2003). 
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Despite the attention of researchers for the FGC model only a couple of researchers 
have paid attention to the theoretical foundations of the FGC or to its underlying 
assumptions. In the course of this article, we pay more thorough attention to these 
basic assumptions.
FGC AND ITS BASIC ASSUMPTIONS
The assumptions on which the FGC is built, are stated in the book ‘The small guide: 
Family Group Conference 2011’6, published by the Dutch FGC foundation7 and 
directly based on the New Zealand model.
The first and most important assumption according to many FGC organizations is 
that people and their social networks are perfectly able to come up with their own 
plan. It is assumed that people do not need care professionals to set up a support 
plan for them, and that professional-driven plans may even lead to disengagement 
and passivity among clients. Clients may stop feeling responsible for a positive 
outcome. Furthermore, clients may not feel like it is ‘their’ plan and the methods and 
solutions professionals choose may not match with the clients’ needs. 
If, on the other hand, a person can take responsibility for his own plan, with the 
support of social contacts and with information provided by professionals, he may 
– according to the FGC initiators - have a stronger feeling of ownership and end up 
with a support plan matching his particular needs and circumstances. Professionals 
are experts when it comes to theoretical and practical knowledge on how to 
diagnose and treat problems, whereas clients and their social networks are experts 
when it comes to the life and history of the client. These two kinds of expertise – 
scientific and experiential - are both essential, yet in ‘regular’ care the professional 
expertise often prevails. Tew (2006) makes a division between protective power and 
cooperative power. Both are seen as positive forms of power, as they are used to help 
instead of suppress people. However, protective power – mostly employed by social 
professionals - can be seen as more paternalistic and directive, while cooperative 
power gives more space to the wishes and plans of the clients. Obviously, the FGC 
goes even further by placing the direction of the process in the hands of the client 
and his social network and balancing the cooperative power of the professional with 
the empowerment of the client and his network. 
6 Originally in Dutch: De kleine gids, Eigen Kracht-conferentie 2011
7 In Dutch: Eigen Kracht Centrale
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A second assumption underlying the FGC model is that people need support 
from their social network to deal with difficult situations in life and to achieve 
sustainable results. When a professional and a client have one-on-one contact to 
create a plan, the client will often have to carry it out by himself, without social 
support. Contrastingly, when a plan is made in collaboration with the client’s social 
network, support from the social network is organized from the beginning. The FGC 
model assumes that a care plan made up by the social network is more sustainable 
because social networks are mobilized to take responsibility for the client. This way, 
a client can rely on his family and is not made dependent on a professional who will 
inevitably have to step back after a while.
From these two assumptions, we can derive a more general vision of the FGC on 
human beings: people are social beings and depend on each other for their well-
being and happiness, especially when they feel vulnerable. A lot is expected from 
family members and friends and their knowledge and influence are deemed more 
important than professional expertise. 
THEORETICAL CONCEPTS
The expected outcomes of the FGC have already often been linked to the concept 
of empowerment (Hayes and Houston, 2007; Sundell and Vinnerljung, 2004; Cosner 
Berzin et al., 2007; Holland and O’Neill, 2006; Crampton, 2007) and empowerment 
is often mentioned as an explicit goal of the FGC (Jackson and Morris, 1999; 
Weigensberg et al., 2009; Vesneski, 2008). Holland and O’Neill (2006) link the FGC to 
empowerment but they mention the impreciseness of empowerment as a theoretical 
concept, raising the question whether it should be seen as a process or an outcome, 
and whether it is merely about personal abilities or also about interpersonal 
interaction. Hayes and Houston (2007) connect the FGC with Habermas’ ideas about 
moral thinking and decision-making. According to them, the FGC exemplifies the 
coming together of the life-world and the system-world. While this explanation is 
helpful in understanding the outcomes of the FGC, it does not explain the process of 
psychological empowerment on the individual level. In our view, there remains a lack 
of plausible and possible theories underpinning the FGC. In this article, we therefore 
aim to provide a theoretical basis by examining how the theoretical concept of 
empowerment can be linked with the basic assumptions underlying the FGC. Can 
making a plan of their own indeed help empower people and if so, how does this 
process of empowerment proceed? 
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We begin by looking at relational aspects of empowerment, since we see people 
as embedded within their social surroundings, and the family as a site where one’s 
identity and autonomy is shaped by relations.
Relational empowerment 
Empowerment can be defined as ‘[…] a process, a mechanism by which people […] 
gain mastery over their lives’ (Rosenfield in Tilley and Pollock, 1999: 57). According 
to Tengland (2008) this would mean that the professional needs to “[…] retreat[s] 
as much as possible from her paternalistic position, and that there is a reduction of the 
power, control, influence, or decision-making, of the professional and at the same time an 
increase in power in the individual or group supported” (2008: 91). Factors contributing 
to the empowerment process on the level of the individual, are commonly divided 
into emotional, cognitive and behavioral factors (Zimmerman, 1995; Becker, 2004). 
Additionally, Christens (2012), supported by other authors (Riger, 1993; Rowlands, 
1996; Penninx, 2004; van Regenmortel, 2009), stresses the importance of a fourth 
factor: social and interpersonal relations. The relational aspect of empowerment 
explicitly links empowerment processes with meaningful relationships. The concept 
of relational empowerment is for that reason extremely useful in explaining the 
shared decision-making process during the FGC and the importance of the support 
of members of the social network for the empowerment of the central person in the 
FGC. 
However, according to Christens (2011) relational empowerment still lacks a goods 
definition. Penninx’ (2004) idea about relational empowerment is that a person 
can only empower himself, one cannot be empowered by someone else. However, 
emotional, social and practical support are important stimulating factors. In addition, 
some authors (e.g. Riger, 1993; van Regenmortel, 2009) describe social support as 
a prerequisite for empowerment. Boumans (2012) underlines this by stating that 
empowerment can lead to increased self-sufficiency but that people will always 
need, and depend on, each other. 
In our opinion, two theoretical concepts in particular are useful to further explain 
the process of relational empowerment: relational autonomy on the interpersonal 
level and resilience on the intrapersonal level. Autonomy is one of many terms often 
mentioned in relation to empowerment. This concept does not appear to match with 
the ideas behind the FGC since it implies independence from others while the FGC is 
explicitly based on the importance of the social network. However, various authors 
(MacKenzie, 2008; Westlund, 2009; Verkerk, 2001) add the relational component to 
the traditionally individualistic concept of autonomy, creating relational autonomy as 
a concept. 
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Resilience has a long history in psychological research, but has not yet been 
described in relation to the FGC. Jacobs (2008) and Van Regenmortel (2009, 2010) 
see resilience as a building block for empowerment. We would prefer to not use 
the words ‘building block’ but we rather use the concept of resilience to explain 
the process of empowerment in the FGC context, because this concept focuses on 
difficulties people encounter in their lives and on how they remain in control despite 
these difficulties. In figure 2, we show how the concepts of relational autonomy and 
resilience can be connected to each other, to empowerment, and to the underlying 
principles of the FGC. In the following sections, we further elaborate on figure 2.
Relational 
Empowerment
Resilience Relational autonomy FGC model
Psychological 
processes 
Self-reflection
· Focusing on one’s 
strengths and 
capabilities and those of 
the social network
· Accepting 
unchangeable situations 
· Putting the situation 
into perspective
· Having insight in 
possibilities to influence 
the situation
Reciprocity
· Experiencing the power 
of giving
Self-respect
· Feeling capable of 
making (individual or 
shared) decisions 
· Having self-esteem
· Thinking of oneself as 
worthy
· Feeling capable of 
carrying out (shared) 
decisions
· Feeling co-ownership 
of the problem and the 
solution
· Receiving mutual care 
and emotional support
Interpersonal and 
environmental 
factors
Social support
· Sharing the problem
· Sharing responsibility
· Following up on advice 
from others
Received respect
· Being respected 
· Receiving support  in 
making decisions and 
taking action
· Being able to ask for 
help in carrying out 
decisions
Compassionate 
interference
· Accepting offered help, 
also when not asked for
· Having a social 
network / professionals 
who promote one’s 
autonomy
· Being together-reliant
· Receiving social support
· Making one’s  own 
care-plan, together with 
one’s social network: 
self-direction
· Receiving practical 
support
Outcomes Increased resilience Increased relational 
autonomy
Increased resilience and 
relational autonomy
Figure 2: Relating the two concepts (resilience and relational autonomy) with each other and with FGC
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Relational autonomy
The concept of relational autonomy has increasingly gained attention since the year 
2000 (Westlund, 2008). To understand the addition of the relational component to 
autonomy, we first need to understand why it was felt that this addition was needed. 
Autonomy is often related to individual freedom, privacy, freedom of choice, self-
determination, self-regulation and moral independence (Becker, 1994). Following 
Schipper et al. (2011) we define the process of acquiring autonomy as “[…] finding a 
way to live in line with one’s values and identity” (2011: 526). In figure 2, we summarize 
this as ‘self-respect’. According to MacKenzie (2008) a person’s values and identity 
are constituted in and by his interpersonal relationships and social environment. 
For people in vulnerable circumstances it is not always easy to live up to the values 
they used to uphold before problems started to dominate their lives. Still, respecting 
each other’s autonomy is an important value in democratic societies (MacKenzie, 
2008), also for those less capable of deciding and/or acting autonomously. The 
extent to which a person is given the opportunity to live according to his own values 
and identity, depends at least partly on the amount of support and/or adversity 
he encounters in his environment (Barvosa-Carter, 2007). This is especially the case 
when a person is vulnerable because of his age, social situation or physical or mental 
handicap. We placed this in figure 2 under ‘received respect’. 
MacKenzie (2008) states that professionals who work with vulnerable people should 
not only respect but even promote their clients’ autonomy. This entails trying to 
find out whether they actually support their own decisions, or were influenced 
by others or their own negative self-image (MacKenzie, 2008). This can be seen as 
‘compassionate interference’ (Verkerk, 2001), the third main factor contributing to 
relational autonomy in figure 2. According to Abma et al. (2012) “sometimes one needs 
to be warned or supervised in anticipation of future situations. By helping people guard 
against their impulses -a dislike of cooking - or limitations - forgetting to take insulin - 
their autonomy is actually reinforced” (2012: 28). Family members and friends have the 
same obligation: to respect a person’s decisions and acts, but also try to change his 
mind when they think a decision is impairing instead of promoting his autonomy. 
Decision-making in this view is a relational act and the people who are closely related 
to the person making an important decision are allowed to have some influence in 
the decision-making process. 
Of course, there are certain dangers in incorporating the relational aspect into the 
concept of autonomy. We should not idealize having relationships, since they can 
both stimulate and inhibit a person’s autonomy (Barvosa-Carter, 2007). Relationships 
with negative influences on one’s autonomy give reason to worry about paternalism, 
manipulation and undue pressure on vulnerable people (Ho, 2008). Repressive social 
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relationships can have influenced someone’s identity and decisions to the extent 
that his decisions impede his development into a truly autonomous person, even 
when he does make his own decisions (MacKenzie, 2008). Additionally, even family 
members or friends who try to act on account of the person they love can still have 
different values and opinions than the person whose autonomy there are trying to 
protect (Ho, 2008). The relationship between clients or patients and their professional 
caregivers can also be complicated. Differences in power, knowledge, life-experience, 
culture, level of education and social status often, unwillingly, cause the professional 
to take on a paternalistic attitude (MacKenzie, 2008), thereby undermining their 
client’s autonomy. These dangers should be kept in mind when ‘interfering with 
compassion’.  
So, the notions of relational autonomy and compassionate interference can help 
clarify the role of social relations on the level of relational empowerment, within the 
FGC. To explain the individual, psychological processes a person might experience 
when going through a hardship, we use the concept of resilience. 
Resilience
As defined by Masten et al. (1988), resilience is “[…] the process of, capacity for, or 
outcome of a successful adaptation despite challenging or threatening circumstances” 
(1988). Important in this definition is that resilience is seen as a process, while we 
see at as a condition but not a static one. So, we propose to define resilience as: 
the capacity for, or outcome of a successful adaptation despite challenging or 
threatening circumstances. As a contributing factor to, and possible outcome of, a 
process of growing stronger and regaining control after negative circumstances, 
resilience has a strong link with empowerment.
The concept of resilience is based in positive psychology, it focuses on strengths 
and capacities which help a person overcome obstacles in life. Resilience can be 
influenced by intrapersonal factors (personal characteristics) and interpersonal 
factors (families, relationships, communities), which all contribute to a person’s 
resilience during a challenging life situation (Morden and Delamere, 2005; Janssen 
et al., 2010). Interpersonal factors such as supporting relationships can help a person 
recover after a hardship. However, if a person lacks the personal competences 
to deal with negative experiences and the social skills to ‘use’ the available social 
support, even his social network will not be able to help him recover. So, both the 
intrapersonal and the interpersonal factors of resilience are indispensable, and play a 
role in the FGC process.
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Intrapersonal factors that contribute to resilience are: being able to accept the 
situation if one cannot change it, putting the situation into perspective, and refusing 
to be the victim of the situation (Janssen et al., 2010). These are all aspects of self-
reflection, as can be found in figure 2. The interpersonal factors can be divided into: 
1) interactional factors concerning social relationships, and 2) contextual factors 
concerning the community in general (ibid.). Interactional factors entail telling 
family members and friends about the situation, being able to share ones difficulties, 
receiving advice and compassion (in figure 2 summarized as ‘social support’) and 
also being able to do something back (to be found in figure 2 under ‘reciprocity’). 
Contextual factors entail resources and services in the community and their 
accessibility, and the reactions of other community members to one’s situation.
When we consider the intrapersonal factors of resilience, it becomes clear that they 
have to do with the extent to which people feel they can influence the negative 
situations they are facing. This feeling in control aspect of resilience can be explained 
with the concept of locus of control, with a focus on how people make sense of 
their situation and the extent to which people are capable of self-reflection. People 
with an internal locus of control feel responsible for their own life and actions, and 
therefore feel they can change things for the better. In other words, they feel they 
have mastery over their lives, they are in control (Marsh and Richards, 1986). The 
amount of control a person experiences is not only determined by his circumstances, 
but also by his perceptions of those circumstances. This perceived control perspective 
can help us clarify psychological processes a person goes through when faced with 
difficulties in life. 
RELATING THE CONCEPTS TO EACH OTHER 
AND TO THE FGC MODEL
Now that we have insight in the various aspects of relational autonomy and 
resilience, and how they can be related to relational empowerment, we can link 
the concepts to the FGC model. Figure 2 provides an answer to the main question 
of this article: how can the theoretical concepts of empowerment, resilience and 
relational autonomy be linked with the basic assumptions underlying Family 
Group Conferencing? The figure shows the psychological and the interpersonal/ 
environmental processes mentioned in the description of the concepts of relational 
autonomy and resilience. The third column entails the FGC model and is also divided 
into psychological and interpersonal/environmental processes. This division shows 
the connection between the two concepts and where they augment each other. 
Additionally, the strong link between the theories and the FGC becomes visible. 
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The first row of Figure 2 deals with psychological processes. One of the goals of an 
FGC, on the level of psychological processes, is to make the central person – and the 
social network - feel ownership of the problem and the solutions. This is the control 
and self-reflection aspect of resilience, cognitions concerning being in control 
and being able to influence the situation are important. An FGC can induce these 
cognitions by enabling people to make their own plan, set their own rules and state 
their own priorities. The fact that other people are willing to participate in the FGC 
and perhaps to even play a part in executing the plan can help a person feel stronger 
and more worthy, and it can increase his self-esteem. The emotional support, in the 
FGC process provided by the social network, can help a person feel competent and 
self-worthy again.
Interpersonal and environmental factors are placed in the second row (figure 2). 
Important interpersonal coping strategies entail asking for and following advice from 
friends and family members, and trying to also help others (the power of giving). 
Additionally, a person needs to realize what the possibilities of his social network are, 
to be able to use these possibilities to the fullest. It is, however, important that the 
social environment treats a person with respect, leaves room for his own decisions 
and actions, and also tries to promote his autonomy. For an FGC to be successful, 
these aspects are crucial and if they are present the FGC can provide an atmosphere 
for together-reliance and create a wider and stronger social network. This is reflected 
in the notion of shared responsibility and can help a person become more resilient 
by helping him put the situation into perspective and get a clear idea of possible 
solutions. Also, the FGC process results in a self-made plan with tasks for the central 
person, his social network and possibly also for professionals. This may help the 
central person take actions he normally would not have taken. The burden of the 
problem no longer just rests on his shoulders but also on those of his social network. 
In short, relational empowerment can be seen as the central concept and most 
important process of the FGC. To explain the process of relational empowerment in 
the FGC-context, two important concepts are resilience and relational autonomy. The 
most important factors contributing to resilience are 1) self-reflection, 2) reciprocity, 
and 3) social support. The concept of resilience focuses on the individual reflection 
on ones thoughts and actions, but also acknowledges the influence of receiving 
social support and experiencing the power of giving (reciprocity) on the self-
reflection process. The most important factors contributing to relational autonomy 
are 1) self-respect, 2) received respect, and 3) compassionate interference. 
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DISCUSSION
The main question of this article was: how can the theoretical concept of 
empowerment be linked with the basic assumptions underlying Family Group 
Conferencing? FGCs have often been claimed to have an empowering effect. 
However, almost no research has focused on the way the participants become more 
empowered and on the related concepts of resilience and relational autonomy. In 
this article we have shown that the theoretical notions of relational autonomy and 
resilience give an explanation for the empowering processes of the FGC. Relational 
empowerment is the process expected to occur during an FGC, the concepts of 
resilience and relational autonomy further clarify this process. 
The FGC is unique in seamlessly working out the theoretical processes of relational 
empowerment in practice. This process also has positive long-term effects: in the 
Netherlands, after six months 50% of the plans is carried out fully and people are 
still satisfied with the FGC process (Oosterkamp-Szwajcer, 2012). Apparently, the 
central person and his social network were empowered enough during the FGC to 
continue the process by themselves. It would be interesting to find an explanation for 
this by carrying out longitudinal research focused on empowerment, resilience and 
relational autonomy. Over the next years, we will carry out such research for older 
adults in the Netherlands.  
While FGC research has shown mostly positive results, the effects will not be the 
same for everybody. When taking individual characteristics and different levels of 
resilience and relational autonomy into account, we can formulate some hypotheses 
about the expected effects of the FGC for different individuals or groups. In this 
article, we described social relations as crucial to the process of positive development 
of empowerment, and as contributing factors to acquiring resilience and relational 
autonomy. This and our focus on relational empowerment implies there can be no 
increased resilience and relational autonomy without a social support network. 
Perhaps we should also formulate the argument the other way around, by stating 
that a resilient individual is more likely to have the skills to build up and maintain a 
strong social network. The same can be said about relational autonomy: a person 
capable of asking for help and receiving support from others, will also be more 
capable of building such a social network. Both lines of thought make sense which 
would lead us to the conclusion that social support, resilience and relational 
autonomy (resulting in empowerment) positively influence each other. The same 
argument, applied in a more negative way, would bring us to the conclusion that a 
person with a low level of resilience or relational autonomy will be less likely to have, 
or be able to build up, a supportive social network. To break through this impasse, 
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external help is needed and this is where the FGC can play its part. Especially for 
individuals with little resilience, a model which helps enlarge and strengthen the 
social network might be essential.
When we stress the caring responsibility of social networks, the question of how to 
set up and maintain this informal care, decrease professional services and still make 
sure that people receive the care they need, becomes crucial. Interventions such as 
the FGC, which help replace expensive formal care by free of charge informal care, 
receive a warm welcome from governments faced with rising welfare state expenses. 
However, there are limits to the capacity of social networks to provide the care 
needed. Research shows that in 2008 in the Netherlands, 3.5 million people already 
provided informal care and 450.000 of them felt heavily overburdened (Oudijk et al., 
2010). Encouraging informal care givers and volunteers to care even more, will not 
be an easy task and it might even – and already does - result in more over-burdened 
carers. If the issue of overburdening is not taken seriously, the implementation of the 
FGC model by politicians for retrenchment-purposes might result in a weakening 
of both formal and informal care possibilities. This concern is shared by social 
professionals (Burford, 2004). Following this concern, professionals should not just 
assume that social network members are eager to pick up all kinds of activities. 
Governments should pay attention to the importance of people supporting each 
other and being able to participate in society, and find ways to achieve and sustain 
these processes.
Another issue that requires consideration is the tension between professional care 
and informal care, and accompanying moralities and ethics (Lindemann, 2007). 
Professional interventions tend to be grounded in an ethic of individualist autonomy, 
focusing on the client’s informed consent. Social networks are guided by another 
set of moral understandings, including relational autonomy and compassionate 
interference. Social networks are not always able to articulate the morality guiding 
their actions, and feel they have to defend themselves vis-à-vis professionals. This 
may lead to frustration and anger in their encounters with professionals. The FGC 
challenges professionals and social networks to deal with these misunderstandings.
When we go one step further and look at the basic assumptions behind the FGC, 
a danger is rooted in their normative nature: members of the social network are 
expected to take responsibility and the social professional is supposed to step back. 
This seems to turn into an obligation instead of a right. The pressure on social 
networks to provide care may exceed the capacity of its members. Moreover, not 
every social network is capable of doing this in a respectful way. Relationships with 
negative influences on a person’s autonomy give reason to worry about manipulation 
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and undue pressure on vulnerable people (Ho, 2008). Even though an FGC can be 
seen as self-organized social interference, compassionate interference by social 
networks or professionals may easily turn into paternalism. 
In recent years, the work of social professionals has often been criticized and by 
stressing the retreat of the social professional in the promotion of the FGC, their 
image can be unjustly damaged even more. Even if this criticism is justified to a 
certain degree, it would be more fruitful to advocate for a different, facilitating 
role for the social professional, instead of merely stressing their incompetence. 
Social work professionals often still need to play a role when it comes to issues 
of empowerment, we just need to newly define this role. According to Rowlands 
(1996) social professionals should function as helpers and facilitators, and relinquish 
the idea that they can control the outcomes of authentic empowerment. With an 
‘authentic’ empowerment process, Rowlands (1996) means that the empowering 
‘intervention’ should not be top-down and directive, or encourage dependency. 
Professionals should let people shape their own empowerment process by 
approaching them with respect and trust, and facilitate the process.
CONCLUSION
In the FGC model, decisions are made and a plan is constructed by a client and his 
social network. However, it is much more than that. The concepts of empowerment, 
relational autonomy and resilience give an adequate, if theoretical, description of 
the empowerment processes and desired outcomes of the FGC. Both intrapersonal 
and interpersonal processes take place and important notions are: feeling in 
control, feeling self-worthy, sharing problems with others, accepting help, and 
being respected by others. Additionally, FGCs fit into the paradigm shift politicians 
and care organizations are calling for, and in the claims user movements make to 
achieve more co-decision-making and co-creation in welfare provision. Despite this 
apparently seamless fit, some challenges remain: a large part of the necessary care 
is already provided by informal care givers and they might not have the capacity 
to care even more; professionals need to redefine their role and give up decision-
making power to their clients; and there is the risk that politicians are interested in 
the FGC-model mainly for retrenchment reasons. However, if these challenges can be 
overcome, the FGC could be a promising model for the empowerment of vulnerable 
people. The practical implications of empowerment of vulnerable groups through 
the FGC-process need further research. In the coming years, we will carry out this 
research for older adults. 
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ABSTRACT
Family Group Conferencing (FGC) is emerging in the field of elderly care, as a method 
to enhance the resilience and relational autonomy of older persons. In this article, we 
want to explore the appropriateness of these two concepts to understand the FGC 
process in older adults. Using a case study design, we researched eight FGC cases for 
older adults, and selected two cases for further analysis and comparison. We found 
that the concepts of relational autonomy and resilience provide insight in the FGC 
process. Compassionately interfering social contacts, showing respect for the older 
person’s needs and wishes gave older adults an impulse to take action to solve their 
problems. The capacity of a person to initiate and maintain social relations, and his 
or her willingness to ask for help, seemed essential to foster behavioral change. 
But apart from these, other, contextual factors seem to be important, which are 
currently not included in the theoretical framework for FGC, such as the nature of 
the problems, the involvement and capacities of the social network, and the older 
person’s background. 
Keywords: Family Group Conferencing, older adults, relational autonomy, resilience
INTRODUCTION
During the last two decades, a shift has become visible in industrialized Western 
countries in the approach towards aging and older adults. The focus on physical 
impairments and increasing dependency on professional care has shifted to ideas 
about positive aging and self-mastery (Lamb, 2014). This shift comes from politicians, 
who search for ways to cut rising care expenses, but partly also responds to older 
persons themselves, who increasingly start to express their wish of being treated as 
valuable individuals with their own needs and desires (WHO, 2002).  
An example of this is Wise Older Women (WOW), an action group of women aged 
50 and over.  WOW has been defending the rights of women aged 50+ since 
1981, by trying to influence political decision making, promoting a positive, non-
traditional imaging of older women by showing their strengths and experiences, and 
supporting each other in work and daily activities (www.wouw-amsterdam.nl). They 
noticed a fear among their peers of losing control over their lives once they would 
grow more dependent on care. In more traditional forms of elderly care, it is common 
that several social workers and/or health care workers are involved, each following 
their own care plan. These care plans are usually discussed with the older adult, but 
the social or health care professionals are in the lead. Looking for new approaches, 
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WOW asked our academic department to start a research project focusing on Family 
Group Conferences (FGC) for older adults. 
A FGC is a meeting between a person with a problem or issue – the ‘central’ person 
- and his social network, in which they discuss the problems and possible solutions, 
and set up a care plan. It is a decision-making model which is based on the premises 
that people have the right to make their own decisions and that the central person 
and his8 social network bear the primary responsibility for the central person’s 
problems and for finding solutions for these problems (van Pagée, 2006). This ‘right’ 
is an important notion, and in some countries – such as New Zealand, Sweden and 
Northern Ireland (Brown, 2003) - this right to make your own care plan has even been 
captured in a law. In other countries, such as the Netherlands, the use of FGC is not 
guaranteed by law and is for a large part determined by social workers who do or do 
not offer FGC to their clients. However, if citizens ask for a FGC and the expenses are 
covered, social workers cannot deny it based on their own hesitations. Additionally, it 
is important to mention the voluntary nature of FGC; individuals or families can never 
be forced to participate. The FGC follows a three-phase structure (see Figure 1).
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
A more elaborate description of FGC and its history is given, among others, by Berzin 
et al. (2008). FGC was developed for and within child care in New Zealand and is 
currently used for troubled families with children, in many countries. It has barely 
been applied in elderly care, and to our best knowledge, there are no scientific 
publications on FGC in that field. In 2010, we started our research project, funded by 
ZonMw (the Dutch organization for health research and development), as part of the 
National Elderly Care Program. The aim was to monitor forty older adults through 
their FGC process, to find out whether and how FGC could be applied for older 
adults living at home. As part of the research project we developed a theoretical 
foundation for FGC. It is generally accepted that the FGC goal is to help to empower 
people, but a more thorough conceptual understanding of the psychological and 
social processes in FGC was still lacking. In this article, we report on the process 
8 When we use the masculine form, it can also be read as the feminine form
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and the outcomes of two specific cases, which we selected from eight cases and 
analyzed using the theoretical foundation of the FGC laid out in the next section 
and more thoroughly described elsewhere (author’s own). The key concepts in this 
foundation are resilience and relational autonomy. The question we wish to answer 
is to what extent the concepts underlying FGC are appropriate for understanding the 
differences in the way older adults experience their FGC process and its outcomes. 
FGC AND THE UNDERLYING THEORY
The deployment of FGC for older adults is still unexplored terrain. The same – albeit 
to a lesser extent – applies to theories which lay a foundation under the FGC model. 
We developed a theoretical underpinning for FGC (Metze et al., 2013), which we 
summarize in this section. In Figure 2 we present a schematic view of the concepts 
and their relation to each other, which we clarify in the following section.
Received respect
Self-respect Compassionate
interference
Reciprocity Social support
Self-reection
Relational
autonomy
Resilience
Relational empowerment
Figure 2. Scheme of theoretical concepts
The Dutch FGC Foundation9 formulated some basic assumptions for FGC. The most 
important are: 1) that people and their social networks are perfectly able to make 
their own plan, and that doing so will result in a stronger feeling of ownership of 
the problems at hand and in a support plan which better matches their particular 
needs and circumstances, and 2) that people need support from their social network 
to deal with difficult situations in life and to make sure their support plan achieves 
9 The FGC foundation – in Dutch the ‘Eigen Kracht Centrale’ - is a Dutch foundation which disseminates the 
FGC vision and mission, educates FGC coordinators, and organizes the FGCs (www.eigen-kracht.nl).
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sustainable results (van Beek, 2013). From these two assumptions, we can derive the 
more general vision on human beings which underlies the FGC method: the vision 
that people are social beings and depend on each other for their well-being and 
happiness, especially when they feel vulnerable. 
A theoretical concept that fits in well with these basic assumptions is relational 
empowerment, a concept which can be developed further by applying two sub-
concepts: relational autonomy (on the interpersonal level) and resilience (on the 
intrapersonal level). 
In our application of the concept of relational autonomy, we follow Schipper, 
Widdershoven and Abma (2011) who define the process of acquiring autonomy as 
“[…] finding a way to live in line with one’s values and identity” (2011: 526). According to 
MacKenzie (2008) people’s values and identities are constituted by their interpersonal 
relationships and in their social environments. The extent to which people have the 
opportunity to live according to their own values and identity, depends at least partly 
on the amount of support and/or adversity they encounter (Barvosa-Carter, 2007). 
This might especially be the case when they are vulnerable because of their age, 
social situation or physical or mental handicap. This means that people depend on 
others supporting them in the process of acquiring more autonomy. 
Self-respect is an important determining factor for the extent to which people will 
strive for and achieve autonomy. As their values and identities are constituted by 
social relationships, the way they are treated by the people surrounding them, the 
respect they receive, influences their self-respect and therefore their autonomy. 
We would even go as far as stating that operating from the concept of relational 
autonomy not only entails respecting people’s decisions and acts, but also trying to 
change their mind when people close to them believe a decision is impairing instead 
of promoting their autonomy. This can be labeled as compassionate interference 
(Verkerk, 2001). It is important to note that compassionate interference can turn 
into ageism when it is based on a lack of respect for the older person, and when the 
interference fails to contribute to the older adult’s development and self-respect.
Contrary to relational autonomy the concept of resilience refers to the intrapersonal 
level. We have adopted the following definition: resilience is the capacity for, 
or outcome of a successful adaptation despite challenging or threatening 
circumstances (derived from Masten et al., 1988). As a contributing factor to, and 
possible outcome of, a process of growing stronger and regaining control after 
negative circumstances, resilience has a strong link with empowerment and with the 
philosophy behind FGC. Resilience is stimulated by self-reflection and entails, for 
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instance, being able to accept one’s situation if one cannot change it, putting one’s 
situation into perspective, and refusing to be the victim of one’s situation (Janssen 
et al., 2010). Resilience also has interactional aspects such as telling family members 
and friends about one’s situation, being able to share one’s difficulties, receiving 
advice and compassion (social support) and being able to do something in return 
(reciprocity). 
In this article, we will explore if the theoretical foundation as outlined above can 
be used to understand the differences in the way older adults experience their FGC 
process and its outcomes. By analyzing and interpreting two individual cases we aim 
to explore its appropriateness, and the need for changes or expansions. 
METHODOLOGY
This article is based on the analysis of the transcripts that resulted from interviews 
with two older adults, Mrs. Braafheid and Mr. Stapel (pseudonyms), with members 
of their social networks and with social work professionals, who were involved in 
the two FGCs concerning Mrs. Braafheid and Mr. Stapel. Both older adults were 
interviewed as part of a larger qualitative study exploring the influence of FGC on 
the relational empowerment of older adults. For that study we used a case-study 
design (Stake, 2006), studying cases of older adults with diverse characteristics and 
participation in a FGC as a common factor. Our initial goal was to follow forty older 
adults throughout their FGC process, but the hesitation of both social workers and 
older adults to become involved with FGC limited the number of actually conducted 
FGCs during the period of our study to eight. All eight older adults consented in 
participating in the study, so we were able to include the entire research population, 
albeit small. We conducted interviews with the older adults for whom a FGC was 
organized, and with a selection of the social network members (n=4) and social 
workers (n=4) who were involved in these FGCs. The background characteristics and 
stories of the eight older adults are presented in Table 2. For each FGC, the research 
process was planned as depicted in Figure 3.
Before the FGC 
interview with:
• older adult
Shortly after the FGC 
    interview with:
       • older adult
    • member social network
 • social worker
Six months after the FGC 
    interview with:
       • older adult
Figure 3. Flowchart research process
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We aimed at conducting five interviews per FGC case, which would have resulted 
in forty interviews. This was not always possible, in some cases the FGC had already 
taken place by the time we were informed about it, in other cases conducting the 
interview prior to the FGC was too stressful for the older adult. Additionally, in some 
cases no social worker was involved, or no social network members were willing or 
available for an interview. In one of the two cases selected for this article, no social 
worker was involved.  
During the interviews a semi-structured framework was used (Kvale, 1996). This 
allowed the interviewer (first author) to focus on the main subject, but still have an 
open, two-way conversation. This was especially important during the first interview 
with the older adults, since we wanted them to speak openly about their lives and 
about the events that had led them to decide to organize a FGC. In Table 1, we give 
an overview of the topics for the various interviews:
Interview Topics
Older adult - first interview Reason to organize FGC, experienced vulnerability / self-mastery 
(physically, mentally, socially), attitude in life, formal and informal 
support, self-mastery (relationship with care-givers, decision-making, 
experienced control), expectations of the FGC
Older adult - second interview FGC experience: decision-making process, agreements in the plan, 
experienced vulnerability / self-mastery, social relationships / 
support, professional relationships / support, expectations of plan 
sustainability
Older adults - third interview Current situation in relation to expectations before and shortly after 
FGC, sustainability of the plan, changes in experienced vulnerability 
/ self-mastery, changes in social relationships / support, changes in 
professional relationships / support, changes in decision-making 
process, general opinion about FGC
Social network and social 
worker
FGC process, plan, own role in the process, views on the older adult’s 
role, perceptions of the FGC’s influence on the older adult’s self-mas-
tery / relational empowerment
Table 1. Overview interview topics
One of the interview guides can be found in the annex. The interviews lasted 60-90 
minutes and were conducted at the home of the older adult/ social network member, 
or at the social work organization. The older adults signed a statement of informed 
consent and the other respondents consented verbally. The interviews were recorded 
and transcribed in full. 
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After analyzing the processes enhancing relational empowerment during the eight 
FGCs, we chose two cases of older adults with contrasting stories and contrasting 
outcomes in terms of resilience and relational autonomy. Analyzing these stories and 
outcomes might provide more insight in individual characteristics and contextual 
factors which enhance or inhibit the older adult’s resilience and relational autonomy. 
For this analysis, we used the conceptual framework mentioned above (author’s 
own), which had initially been constructed for the FGC in general. We applied the 
concepts in this framework as sensitizing concepts to these specific cases, allowing 
the analysis to be an inductive process in which the theory could explain the cases, 
but in which the experiences from the cases could also be used to improve the 
theoretical framework. 
Quality procedures
We used various strategies to ensure the trustworthiness of the study (Shenton, 
2004). By using a phased approach – i.e. conducting interviews with the older adults 
at three moments in time – we gathered information concerning the FGC process 
and the sustainability (albeit relatively short term) of the outcomes. Also, we were 
able to compare the views and experiences of the older adults with those of their 
social network members and social workers. If the stories differed considerably, 
we could use the third interview with the older adults to discuss these differences. 
Furthermore, we discussed the (analysis of the) cases with the research team, 
consisting of the first author (main researcher), a co-researcher, the project leader, 
and the PhD supervisor, thus stimulating inter-rater reliability. The expertise of these 
team members rests on long term involvement in the research project, extensive 
experience with qualitative research, and thorough knowledge of gerontology and 
relational empowerment in old age. We also discussed the results with our group of 
advisors, consisting of older adults, social workers, and FGC coordinators.
FINDINGS
In Table 2, we briefly describe the characteristics of the eight older adults for whom a 
FGC was organized, and the problems with which they were referred. 
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Case 
no.
Age Gender Ethnicity Type of problem Social network Referral 
by
1 70 F Dutch Needs support in 
caring for demented 
mother
3 sisters, 1 brother,  
1 niece, 2 neighbors, 3 
friends, 2 professionals 
(12)
Woman 
herself
2 65 M Dutch Is afraid of emptiness 
after retirement, 
health problems
2 sisters, 1 ex-brother- 
in-law, 1 niece, 2 friends,  
2 neighbors, 1 brother-
in-law (9)
Sister
3 ? F Moroccan Needs support in 
caring for husband 
who had a stroke
Husband, 1 son,  
1 daughter, 2 nieces,  
1 nephew, 1 neighbor,  
1 professional (8)
Social 
counsellor
4 90 F Dutch Sons with mental and 
addiction problems, 
financial problems
Husband, 2 daughters + 
1 husband, 1 grandson,  
1 volunteer (6)
Volunteer
5 67 M Surinamese Financial problems 1 daughter, 1 niece, 1 
neighbor, 1 friend, 3 
professionals (7)
Social 
Worker
6 85 F Surinamese Son with addiction, 
granddaughter with 
mental illness, finan-
cial problems
1 son, 2 grandchildren,  
1 professional (4)
Financial 
social 
worker
7 61 M Surinamese Problems with finan-
cial administration
Wife, 1 daughter, 1 nep-
hew, 2 professionals (5)
Nephew
8 70 F Surinamese Sons with addictions, 
financial problems
1 son, 1 granddaughter 
(2)
Social 
worker
Table 2. Overview of FGC respondents
In the following section, we share the FGC stories of two of these eight older adults: 
Mrs. Braafheid, no. six in Table 2; and Mr. Stapel, no. two in Table 2 (both names are 
pseudonyms). We chose Mrs. Braafheid’s story because of her complex situation and 
the negative influence of her limited social network. In contrast, we chose the case 
of Mr. Stapel because his problems were relatively simple, and because his network 
was extremely capable and diverse. They were both extreme cases (Flyvbjerg, 2006), 
and of the eight original cases they show the biggest contrast in terms of process and 
outcomes of the FGC, making them cases with great learning potential (Abma and 
Stake, 2014). By using the theoretical framework to understand them we expected to 
acquire a more informed and in-depth insight into the applicability of the framework 
on extremely contrasting situations. 
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Mrs. Braafheid
Mrs. Braafheid is an 85 year old Surinamese woman. She lives independently, 
together with her son Andy (58) and her granddaughter Ruth (34). Andy helps out in 
the house: he cooks and goes grocery shopping. While he is a big help, he also suffers 
an addiction and appears to be stealing money to pay for his addiction. Her other 
son, Roy, visits every month with extra groceries and phones her every day. 
Granddaughter Ruth has a complicated story. Her mother is Mrs. Braafheid’s daughter 
who had not been able to take care of Ruth due to psychiatric problems, so Mrs. 
Braafheid had to raise Ruth. Ruth appears to also have psychiatric problems: she 
often disappears for days, never holds on to a job and uses her grandmother’s name 
to make debts. Ruth’s attitude towards her grandmother, makes Mrs. Braafheid sad, 
but Ruth cannot be approached about her behavior, and does not accept help. Mrs. 
Braafheid: ‘She doesn’t want to go to a doctor, she won’t seek help. My son brought her 
to a care institution, but she wouldn’t go’. Ruth approaches social work every now 
and then to help her with her debts, but she never shows up more than twice. Mrs. 
Braafheid once paid Ruth’s €2.000 debt so she would not get into trouble. 
This means, however, that Mrs. Braafheid cannot pay her bills anymore. Andy and 
Ruth are supposed to each pay €350 a month, but Ruth pays nothing and Andy does 
not pay enough, and they both seem to take money when they have the chance. 
Mrs. Braafheid has an administrator who manages her finances, but he can no longer 
manage to pay the bills either. A home-eviction verdict has been ordered and Mrs. 
Braafheid is close to ending up on the streets, together with Andy and Ruth. While 
this can prevented, both Roy and the elderly-advisor, James, agree that something 
needs to seriously change. 
This is the reason why elderly advisor James offers Mrs. Braafheid an FGC, as a last 
resort. James: ‘We tried several things but we didn’t get any further. We presented it as 
our last option, and gave her the opportunity to come with a better idea’. Mrs. Braafheid 
wants to try an FGC, if it can help her improve her financial situation. She says: ‘I never 
used to talk about my stuff with anyone. But now I’ve grown older, and I need to start 
to let go a little’. She seems to expect support to come from professionals, not from 
her family. Her son Roy’s goal with the FGC is to arrange for his mother to move to 
sheltered living or a home for the elderly, so that Ruth and Andy can no longer live 
with his mother and be a burden for her. Additionally, he would be more comfortable 
knowing that professionals are close by if something happens to her. 
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The FGC coordinator, a Surinamese woman named Brenda, visits Mrs. Braafheid to 
explore her central question and identify her social network. The network appears 
to be small: only a few family members live in the Netherlands, and Mrs. Braafheid 
has no friends. She never had any friends, she never wanted to share her private life 
out of fear that the whole Surinamese community would find out. So, Brenda ends 
up inviting Roy and his daughter Tina, Andy and his son Dennis, granddaughter 
Ruth and elderly advisor James. Andy will not come, he feels like things are being 
determined for him. Ruth will not come either. Mrs. Braafheid also has a sister she 
does not want to invite because she always criticizes the freedom with which Mrs. 
Braafheid raised her children. Mrs. Braafheid: ‘She scolds me, saying: you spoiled 
those kids, you always had to do everything for them! She was different with her kids, 
she smacked them’. Mrs. Braafheid does not want to invite her other grandchildren 
either, they have their own problems and she does not want to bother them with her 
problems. 
It proves difficult to plan the FGC: Andy and Ruth fail to show up at their 
appointments with Brenda, Roy cannot get a day off from work, Mrs. Braafheid 
becomes ill, and Brenda is out of the country a lot for her regular job. Eventually, the 
FGC takes place on a Monday at six o’clock in the evening. The start of the meeting is 
chaotic because the location changes at the last minute and not everybody is there 
yet. Eventually, the participants are: Mrs. Braafheid, Roy with his daughter Tina, Andy’s 
son Dennis, elderly adviser James and coordinator Brenda. Brenda opens the meeting 
and explains the process. She also introduces the central question: what does Mrs. 
Braafheid need to lead a peaceful life? Who can help her in what way? Is there an 
arrangement with her creditors? Who takes care of her finances and how can this be 
done more efficiently? What do Mrs. Braafheid’s children and grandchildren want for 
her? What does Andy need and who can help him? And what does Ruth need and 
who can help her? Afterwards, elderly advisor James says these were not the best 
questions, they were difficult to fully answer. The process of the FGC shows he is 
right: after 30 minutes the family asks Brenda and James to join them again, but the 
plan is far from ready and they still need hours to concretize it as much as possible.  
One of the agreements in the plan is that Andy’s son Dennis can help financially 
if necessary. Afterwards, however, Mrs. Braafheid says that would make her 
uncomfortable: ‘To be honest, I don’t want to burden my child and grandchildren with 
those things’. She rather pays her own debts, bit by bit, but she does not mention this 
during the FGC because she does not want to go against her son. James thinks the 
family takes the financial situation too lightly: ‘They were all quite unmoved, but Mrs. 
Braafheid could end up on the streets! I felt that they didn’t take it too seriously, or at least 
acted like it’. 
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They also speak about moving, something Mrs. Braafheid never wanted to talk about 
before. She says: ‘If I move, I want them [Andy and Ruth] to have a good place to stay as 
well, I don’t want them to end up on the street’. Roy and her grandchildren convince her 
that they will help Andy and Ruth find a place to live. If all else fails, Andy can stay 
with his son Dennis. Slowly, Mrs. Braafheid starts to see the advantages of moving. 
She especially likes the idea of moving to the institution where her daughter lives, 
she likes the surroundings and the food. Roy and James will find out what is possible. 
Furthermore, they want social work to help Ruth, but Ruth herself is not able to agree 
to this because of her absence. Considering Andy, Dennis will confront him with his 
behavior and they will see if the health authority can do something for him. He is 
absent as well, so they cannot be sure what will come of this. Lastly, they agree on 
meeting again after six months to evaluate the plan. 
Evaluation of the FGC
Afterwards, Mrs. Braafheid says it was a good and fun meeting. However, she does 
not remember the goal of the meeting and she talks about ‘their’ instead of ‘our’ 
meeting. To her, it does not seem to feel like a process in which she was the central 
person. Mrs. Braafheid is ambivalent about the outcomes, her finances are still a 
mystery to her and she no longer wants to understand: ‘I’m not worried, as long as it is 
in good hands’. However, things have not improved, she still has no money to spend. 
Six months after the FGC she says: ‘It’s not going well, no, my finances are not okay. They 
are still withholding my money, right?’ 
Roy is relieved that his mother is becoming more certain about moving, which he 
wants to happen as soon as possible. Also, the responsibility for his mother is now 
shared with others, because of the FGC, and he believes the finances are under 
control. 
Elderly advisor James says that Mrs. Braafheid did not get enough space and that 
Roy even silenced her now and then. He also thinks the agreements concerning 
Andy and Ruth are unrealistic because they were not present. He is positive about 
Mrs. Braafheid’s willingness to move, even though it is still unclear how this can be 
arranged, and about Mrs. Braafheid starting to stand up for herself against Andy: 
‘Where she used to protect him, she doesn’t do that so much anymore’. Also, Brenda 
spent a lot of time to get the family together, which according to James resulted in 
more commitment from the family to help improve Mrs. Braafheid’s situation. 
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Mr. Stapel 
Mr. Stapel is almost 65 years old, he is a widower and he lives independently. His wife 
died ten years ago and since then he started to isolate himself in his house. He still 
misses her every day: ‘I think about her once or twice a day every day, then everything 
comes back to me and it won’t go away’. Two days after she passed away, he even 
considered ending his own life, but he felt like he could not do that to his family. 
Mr. Stapel: ‘I thought: what am I doing? You’re leaving everything behind. My sister just 
had a daughter two days before and I thought: I cannot do it to her’. Now he is happy 
to still be here, but he barely goes out or takes the initiative to meet with his family 
and friends. He also stopped cooking for himself, he misses having dinner together. 
Mr. Stapel has physical problems due to his diabetes, a condition he has had since he 
was twenty years old. As a result, he sometimes passes out and wakes up confused, 
not knowing where he is. His diet of mostly sandwiches and microwave dinners, in 
combination with his diabetes, probably does not help his physical wellbeing. He 
needs a walker to get around and he has problems with his eyes, his heart, and his 
intestines. These problems also make him immobile. He often visits the hospital and 
can become very demanding towards his doctors when he feels disrespected by 
them. He has a housekeeper, but he tries to do as much as possible himself. 
He works at the municipal archives, translating old-Dutch texts. He is good at this, 
and proud of it: ‘They thought I was very good, despite not having the right education’. 
Since he is about to retire, he is now scared of the black hole he might fall into. He 
loves to draw and paint. He would like to take a painting course but he is afraid to go 
outside in the evening because he might fall. He does go to a nursing home every 
Friday morning to draw there. He enjoys this and would like to go more often. His 
two sisters are important to him. However, they worry about him because he isolates 
himself and lost his sense of humor. His youngest sister Jane is worried that he will 
claim her and his doctors even more once he retires. She knows him as a person who 
always liked to have people around him, but he will not easily invite people himself. 
The whole family is worried and Jane knows that family members and friends have 
ideas about what might help him. Jane hears about the FGC through her job and 
proposes it to her brother, in the hope it might help him. 
Mr. Stapel first asks for more information about FGC and then consents. He is willing 
to try everything that might help him get out more and feel better. He does not 
want anyone to worry about him. Initially, he thinks the FGC is about what others 
can do for him, but later he understands he has to take control and will think along. 
During the preparations, Jane helps him think about what kind of ideas might help 
him. Jane: ‘We visit a museum several times a year, something I like to do with him. We 
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took that as an example: you can just let that happen, but you can also agree on going 
a set amount of times a year’. To further prepare for the FGC, Mr. Stapel, Jane and the 
coordinator formulate a central question and talk about who will be invited. Jane 
advises her brother to prepare a list of people he would like to invite, which he does. 
Of course he wants Jane to be there, and additionally he lists her ex-husband, her 
daughter, two friends, his deceased wife’s brother, and two acquaintances from his 
church community. They are all willing to come. He also wants to invite two chefs 
from his old job, but one is away on vacation and the other does not want to be 
involved. No professionals are involved or invited. 
Prior to the FGC, Mr. Stapel says he is not looking forward to it because he does not 
like to be the center of attention. He also realizes he will have to deal with some 
criticism. Apart from these reservations, he is open to what will happen. He prepares 
himself, formulates some questions for the participants about how they see him and 
what they advise him to do to improve his happiness. Mr. Stapel: ‘The coordinator told 
me: you don’t have to do that. But I said: yes, but I will, it’s for me and they will be talking 
about me’. His goal is clear: after his retirement, he wants to have something to do 
every day. He realizes this will depend on what his social network has to offer. 
It is the day of the FGC and all invitees are present. Mr. Stapel welcomes everyone, 
thanks them for being there and presents his central question. Then, they need to 
choose a chairman and Jane is chosen unanimously. She asks the acquaintances from 
the church, who are very worried about Mr. Stapel, to speak first. Jane: ‘They said: 
we wonder what will happen to him now that he is at home by himself. Can he even be 
alone and what will he do? How can we help him?’ The others feel the same and Jane 
is relieved: the seriousness of the situation is stressed. Some even think Mr. Stapel 
can no longer live by himself, but he objects firmly. A home for the elderly is not an 
option, he says. The participants respect his opinion and emotion, but insist that 
he will think about it. Jane proposes to just go and take a look to see what it is like, 
which he agrees to. 
The next topic is Mr. Stapel’s diet. Since this is a sensitive topic for Jane and her 
brother, she asks the brother-in-law to chair. Jane: ‘I gave away the role of chairman 
because I can’t talk about this topic, it is too loaded between us. And someone just took 
over, that was great’. They decide that the brother-in-law will have talks about food 
with Mr. Stapel every now and then. Mr. Stapel does not fully agree, and jokes about 
it during the meeting. Jane: ‘He was like: he can come but we’ll have to see if we’ll 
actually talk about that. He doesn’t want this, so this might be difficult’. During the rest of 
the meeting, they discuss all the options and pay great attention to what Mr. Stapel 
feels and wants.  
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Evaluation of FGC process
Afterwards, Mr. Stapel is relieved. It is special to him that everyone was there for him, 
he felt comfortable and he even made jokes again: ‘When I’m surrounded by people, 
it comes back’. Mr. Stapel also says: ‘I feel freer than before, I felt locked inside myself’. 
He is glad to hear that other people also dread their retirement, his brother-in-law 
recognizes his emotions. This makes having those feelings more acceptable to him. 
Jane says the atmosphere was respectful and kind. According to her: ‘The coordinator 
introduced the FGC, but in a soft manner which made it a bit unclear for the people 
who were present, that was a shame. She was very careful. She did make thorough 
preparations, but she was a bit less firm than the group needed, I think, haha!’ She is 
convinced the FGC model ensured a positive and constructive interaction. According 
to her: ‘[…] the FGC is a sort of “lubricant”, it gives people a reason and a formula to talk 
to each other’. One thing did not get enough attention according to Jane: she thinks 
her brother should have been motivated to invite more people. 
Shortly after the FGC, some of the plans are set in motion: a phone circle is set up 
so Mr. Stapel receives a phone call every day, he and his brother-in-law buy a new 
television, and he visits the nursing home more frequently to paint and draw. He is 
also more focused on other people and less on his own problems and he takes the 
initiative to meet with friends and family members, and to restore old friendships. 
The most remarkable change, according to Jane, is Mr. Stapel inviting his friends and 
family to celebrate his 65th birthday by going out to dinner. He had never done this 
before. Additionally, Jane decides to start visiting him during dinner time, to motivate 
him to cook for her. He indeed prepares a dinner for her and talks about it proudly. 
Lastly, his brother-in-law arranges for him to still translate old-Dutch texts, so he can 
make himself useful. 
Jane is very surprised about all these changes, she can hardly believe he does it by 
himself. She suspects the coordinator of giving extra tips: ‘I can imagine that she gave 
him some unsolicited advice: you can do that differently. Otherwise, he must have done it 
himself. I just don’t know, I didn’t ask her [the coordinator]’. Despite these suspicions, he 
seems to be the one making these changes. Mr. Stapel: ‘Well, once I’m on the roll, I just 
do those things’.  
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ANALYSIS AND INTERPRETATION OF THE CASES
First, we will describe some of the general factors that seem to influence the 
outcomes of the two selected, sharply contrasting cases. Then, we will analyze and 
interpret the two cases using the concepts of relational autonomy and resilience, in 
order to explore the usefulness of these concepts for gaining insight in the processes 
before, during and after the FGC. 
Some factors influencing FGC processes and outcomes
In the FGC cases of Mr. Stapel and Mrs. Braafheid, some differences stand out, related 
to: the level of involvement of the social network, the extent to which the older adult 
takes control, and the nature of the problems. 
In Mrs. Braafheid’s case, a professional initiated the FGC, while in Mr. Stapel’s case 
this was a family member, his sister. Additionally, in Mrs. Braafheid’s case the family, 
according to the elderly advisor, did not seem to realize the seriousness of the 
situation, while Mrs. Stapel’s family members and friends strongly voiced their 
concerns. These two signals might offer an indication of the extent to which the 
social network is involved. We get the impression that this level of involvement is 
influenced by structural factors in the social network itself. Mrs. Braafheid’s closest 
family members suffer from addiction and mental illness; they cause problems rather 
than solve them. Mr. Stapel’s family members and friends live stable lives without 
major problems; their situations and capacities allow them to worry about, and 
support, Mr. Stapel. Cultural factors seem to play a role too. In the Surinamese culture, 
in which Mrs. Braafheid was born and raised, it is common for women to run their 
own household and raise their children without the father’s support. This pattern is 
still visible in Mrs. Braafheid’s context. She tries to deal with her own problems and 
her family members let this happen without interfering. Mr. Stapel, on the other 
hand, was raised in a small village in the north of the Netherlands, where family ties 
are important. Even though he left his village, the ties with his sisters stayed strong 
and supportive of each other. 
The extent to which the two older adults took control of the FGC process also 
differed. Mrs. Braafheid went along with organizing the FGC without actively 
deciding to do so. She did not thoroughly understand the process, as a result of 
which she did not have a clear goal and she did not formulate her own central 
question. Mrs. Braafheid did not appear to have a strong opinion about what needed 
to change and how this could be achieved, probably because her voice has, over 
the course of her life, never really been heard. A longer process of deliberation, with 
people who would have been willing and capable of helping her form and voice her 
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opinions, might have helped her prepare better for the FGC. Mr. Stapel, on the other 
hand, did actively agree on organizing the FGC, he understood the process, he made 
preparations, and he formulated his own question. He was able to do this, because he 
had a clear idea of what he wanted and people around him who allowed him to take 
a stance.
The third difference between the two cases has to do with the nature of the problems 
involved. In Mrs. Braafheid’s case, the issues were complex and had already existed 
for decades. As a result, the central question was also complex and consisted of many 
different questions which also concerned Andy and Ruth, who refused to be present 
at the FGC. This resulted in an unclear plan which could be carried out only partly. 
In Mr. Stapel’s case, the question he himself formulated was focused on his own, 
age related, problems. The FGC plan would help him in his process and focused on 
changes he could make himself, supported by his social network. This resulted in a 
solid and executable plan he was happy about, and it immediately pushed him and 
gave him the confidence to make changes in his behavior.
Relational autonomy
In the following section, we apply the concept of relational autonomy to the two 
cases. Experiencing relational autonomy can be seen as living in line with one’s 
values and identity (Schipper et al., 2011). Knowing who one is and respecting 
oneself for who one is, are thought to be important characteristics of an autonomous 
person. The relational aspect of autonomy implies that respectful, or disrespectful, 
relationships greatly influence the experienced autonomy of a person. This suggests 
that chances of achieving a positive FGC outcome will improve if the central 
person has respectful social relationships with the people who are participating in 
the process. Moreover, when these people dare to interfere compassionately and 
guide the central person towards making changes in a respectful way, following 
the identity and wishes of the central person, this could make the FGC even more 
successful. In the following, we elaborate on the application of the sub-concepts of 
relational autonomy (self-respect, received respect and compassionate interference) 
to the two cases.
Self-respect
Mrs. Braafheid has always been used to helping others and does not easily ask for 
help. She might not think she is worth the trouble and she does not want to feel like 
she forces people to support her, which might indicate a low degree of self-respect. 
She will not admit to needing more support, and financial help from the government 
is out of the question. These characteristics make her seem independent, but they 
also make it difficult for her grandchildren and for her son Roy to offer support and 
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to help improve her situation. Mr. Stapel also does not want to bother or worry 
people, but he does ask for support from his family. He is independent and wants to 
do things by himself, but seems to have enough self-respect to ask for and accept 
support and even interference on occasion. He is also clear about his boundaries 
considering going to a nursing home and adjusting his diet. 
Received respect
Mrs. Braafheid is surrounded daily by people who do not treat her with respect. Ruth 
lives in her house but fails to communicate and creates money problems; her sister 
does not respect her way of raising her children; Andy takes care of her, but also 
steals from her; and Roy silences her during the FGC. Mrs. Braafheid says this makes 
her sad but the disrespect she has to face is so fundamental that she is unable to 
change it. Mr. Stapel is sensitive about the extent to which people treat him with 
respect. He feels powerless when people are not respectful, and he stands up for 
himself, for example by demanding answers from his doctors. Before, during and 
after the FGC, he is surrounded by people who appreciate his openness, who notice 
and mention his positive changes, and who worry about and think along with him.
Compassionate interference
Mrs. Braafheid’s social network consists of people who struggle with their own 
problems, or have too busy lives to really interfere in her life with compassion. 
According to Mrs. Braafheid’s elderly advisor, they do not take the situation seriously 
enough. Andy and Ruth cause her problems rather than help her solve them, and 
they even have a personal interest in maintaining the current situation as it is. Roy 
tries to interfere but he fails to really listen to his mother’s wishes. He prefers for his 
mother to move to a home for the elderly, which may be a good solution, but mainly 
a solution based on his own worries and not on what Mrs. Braafheid really prefers. 
Contrastingly, the people around Mr. Stapel have only few problems in their own 
lives, so they have the mental space to worry about him and offer their support. They 
interfere with compassion on many aspects in his life: his diet, moving to a home for 
the elderly, calling him every day, et cetera. Some of these interferences are uncalled 
for and based on worries, but most of the time people interfere because they know 
Mr. Stapel and are aware of what is important to him, and because they want to help 
him improve his life situation. In addition to this heart-felt interference, it is also in 
Jane’s interest to help her brother, because of her fear of him becoming even more 
demanding towards her after his retirement. 
Resilience
Resilience concerns the capacity for, or outcome of, successful adaptation despite 
challenging or problematic circumstances (Masten et al., 1988). With an FGC, an 
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older person’s resilience might be enhanced because the meeting urges him to 
reflect on his situation, and it brings people together who can offer social support. 
As indicated earlier, we see self-reflection, the availability of supportive relationships 
and reciprocity in these relationships as central elements in the development of 
resilience.
Self-reflection
During the FGC preparations, both Mrs. Braafheid and Mr. Stapel see themselves 
as victims of their situation. Their fate is not in their own hands, either God 
or professionals will decide what happens to them. For Mrs. Braafheid this is 
uncomfortable, she has always seen herself as independent and able to take care 
of herself and her children. During the FGC process, she does not manage to see 
her own contribution to the situation she is in and to take control. She is unable to 
understand the causes and possible solutions of her financial problems, and she does 
not allow her social network to help solve them. As a result, she feels dissatisfied with 
the FGC outcomes. Mr. Stapel at some point realizes he is responsible for his own 
life, he formulates questions for his social network and he has clear goals with the 
FGC. He is able to welcome the advice offered to him because he is, more than Mrs. 
Braafheid, used to being cared for and being dependent. With the help of his social 
network, he is able to look at his actions and to realize that they limit his wellbeing. 
He knows he needs a push to come into action and improve his life. He can deal with 
criticism, if it is constructive and given from the heart. 
 
Reciprocity
When it comes to reciprocity in their supportive relationships, Mrs. Braafheid en Mr. 
Stapel differ greatly. Mrs. Braafheid likes to ‘give’ but not to ‘receive’, she helps others 
at the expense of her own wellbeing. This slightly changes after the FGC because 
her family members convince her she cannot continue to take care of Andy and 
Ruth, but caring for others better than for herself is what she has always been used 
to. This imbalance of giving and receiving complicates reciprocal relationships. Mr. 
Stapel is more on the receiving side. He is used to asking, and almost demanding, 
support from his doctors and his sister. He is lucky that his sense of humor makes him 
amiable, which makes it easier for people to indeed support him. However, when it 
comes to social activities he does not easily organize something for others, so others 
do not often do it for him. The presence of his friends and family during the FGC gives 
him more self-esteem. He feels loved and this helps him to take initiatives again and 
to invite people to undertake some collective activity, thus making his relationships 
more reciprocal. 
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Since reciprocity is a two-way process, we must also discuss it from the perspective of 
the social networks involved, and not just from the perspective of the central person. 
In the case of Mrs. Braafheid, Andy and Ruth are more on the receiving side – albeit 
stealthily - than on the giving side. They refuse to reflect on, let alone change, their 
behavior and on the influence it has on their (grand)mother’s situation. Changing 
the situation is not in their interest, because for them it would mean losing their 
home and financial stability. Her other grandchildren stay aloof, neither giving nor 
receiving. Her son Roy offers – mostly welcomed – help, but from his own frame of 
reference, not his mother’s. This results in Roy giving her sometimes uncalled for 
‘support’, such as silencing her during the FGC when she tries to give her opinion. In 
Mr. Stapel’s case, the FGC is initiated by a member of his social network, and most 
of the other members are willing to reflect on the situation and their own role in it. 
Additionally, they feel the urgency to help him change his situation and are willing to 
make an effort to achieve this. 
Social support
Mrs. Braafheid thinks of herself as an independent woman, who never had or wanted 
any friends. She has always managed her own life and she does not easily allow 
anybody to help her, not even now, when she is old. The family members closest 
to her, Andy and Ruth, are not in a mentally and financially stable situation and are 
unable to support Mrs. Braafheid. Some of her children and grandchildren are willing 
to help, but only if Mrs. Braafheid asks for it, which she is hesitant about. They know 
about her situation with Andy and Ruth, but they fail to confront them with their 
behavior. Mr. Stapel, just like Mrs. Braafheid, wants to be independent, but he also 
loves to have people around. He is not used to inviting people and he is socially not 
very assertive, but the FGC gives him more confidence. He has his boundaries when it 
comes to accepting help but he does appreciate the advice and ideas his family and 
friends offer him, because he realizes they love him and mean well. 
DISCUSSION
The issue we addressed in this article was the extent to which the concepts 
underlying FGC are appropriate for understanding the differences in the way older 
adults experience their FGC process and its outcomes. The answer is ambivalent: the 
theoretical framework does help in understanding the empowering processes that 
do or do not occur, but it ignores certain contextual and relational factors that appear 
to be crucial as well. Additionally, in the analysis we encountered some factors 
which influence the outcomes of FGC for older adults, which we believe are worth 
mentioning, such as the internal or external nature of the issues, the involvement and 
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capacities of the social network, and background factors. In the following, we first 
discuss the contextual and relational factors that make FGC suitable or unsuitable for 
an older adult, and then the applicability of the theoretical framework. 
Contextual and relational factors
A first factor is the internal or external nature of the issues, which seems to make 
a difference in the outcome of a FGC. Mr. Stapel has retirement and health-related 
issues, and became isolated. These are typically internal, age-related issues and can 
be applied to a larger group of older adults. Solving these issues with a FGC had 
positive results for Mr. Stapel. Mrs. Braafheid, on the other hand, has been dealing 
with her complex and multiple issues for decades. Her problems are mostly external, 
caused by others who are not willing or able to change their behavior, which 
complicates the process of making a sustainable plan. Additionally, her problems 
are most likely related to her gender-role, social class and cultural background rather 
than to her old age.
Secondly, international research results suggest the importance of gathering a 
diverse and well-functioning social network when organizing a FGC (e.g. Connolly, 
1994; de Jong and Schout, 2013). However, not every social network appears to 
have potential, some networks seem inherently unhealthy or are too small, which 
might form a problem for the functionality of FGC. Older adults, especially when 
over 75, have slimming social networks. Additionally, older adults have been seen 
to only invite their children, while other contacts might be more apt to think along 
in a constructive way. In the case of Mr. Stapel, a rather large and diverse group 
was present during the FGC and they offered several different perspectives on his 
situation, and different solutions. Mrs. Braafheid invited a small group of only family 
members who were all part of the situation themselves and could not offer an 
‘outsider perspective’. FGC might only have a positive outcome if older adults invite a 
wider circle. 
The application of the theoretical framework
A first observation is that the before mentioned general issues were not identified 
by applying the theoretical framework. If we augment the framework by including 
contextual and relational factors such as the nature of the problems, the capacities of 
the social network, and the cultural, economic and social background, the framework 
becomes more ecological and less psychological, giving a more complete picture and 
avoiding the risk of ‘blaming the victim’. Also, including the perspective of the social 
network in the application of the concepts of relational autonomy and resilience, 
gives insight in their influence on the older person and on the possible outcomes of 
the FGC. 
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Secondly, we offer some insights on compassionate interference and identity. 
Compassionate interference appears to not be merely altruistic but it also serves 
the interest of the ‘interferer’. When a change in the older adult’s circumstances 
or behavior might negatively influence a social network member, he will be less 
prone to interfere than when a change has positive influences on the life of the 
social network member. This can be seen as ego-altruism. For instance, in the case 
of Mr. Stapel his sister Jane chose to interfere, partly to avoid that her brother 
would become increasingly dependent on her. In Mrs. Braafheid’s case, both Andy 
and Ruth decided to not be involved in the FGC because the interference could 
have negative effects on their own lives. So, interests and power are important 
notions which need to be incorporated in the way we understand compassionate 
interference. Furthermore, identity appears to be important. For older adults, their 
identity is not easily changed. When caring for others is part of your identity, as is the 
case with Mrs. Braafheid, it is harder to receive support than when being cared for is 
part of a person’s identity, as we could see in Mr. Stapel’s case. A person’s history of 
dependency might be a strong indicator of how easy or difficult it will be to accept 
support.
A process of deliberation might be necessary to stimulate insight in - for instance 
- identity, different interests, and power relations, and improve the process and 
outcomes of the FGC. Deliberation and dialogue offer the opportunity to use 
different perspectives to expand horizons and find new solutions. FGC offers 
some opportunity for this. For Mr. Stapel and his social network, this proved to be 
sufficient; they had spoken about Mr. Stapel’s situation before and each of them 
were open and had thought about their own identity, wishes, and possible roles. 
This was not the case for Mrs. Braafheid and her family members. To create more 
shared awareness of their identities, power differences, wishes and interests, a longer 
process of deliberation and dialogue – before organizing the FGC - might have been 
beneficial. This empowerment process for the entire social network, might help them 
in making a strong and executable FGC plan. It might be helpful, or even essential, 
to offer all social networks with complicated and deeply-rooted problems such an 
empowerment process before starting with the organization of a FGC. 
Evaluation of the research process
When evaluating the research methodology, we can conclude that the two cases 
provided enough contrast to be helpful in gaining insight into the applicability 
of the theoretical framework, which resulted in some important improvements. 
However, a larger sample might have given us a wider range of older adults - with 
different ages, issues, social network, backgrounds et cetera – to choose from, and 
more generalizable data. The implementation of FGC for older adults proved to be 
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more complicated and slow than imagined, which made gathering a larger sample 
impossible. More thorough pre-research concerning the attitudes of older adults and 
professionals towards FGC might have warned us for this problem.
CONCLUSION 
The theoretical underpinning we applied in this article appears to be helpful in 
explaining the FGC process and outcomes, although some important factors still 
need to be included. Based on the two cases we presented in this article, we can 
tentatively conclude that the outcomes of the FGCs appear to be most positive when: 
1) the social network members are in a situation in which they can have a positive 
influence and interfere with compassion; 2) the older adult is willing and able to 
strike up social relations and make use of them if needed; 3) the older adult takes 
ownership towards his/her own situation and the FGC process, and has a clear goal; 
4) the central question is focused on the older adult him-/ herself and not on other 
people who are unwilling or not present. Still, the theoretical framework should be 
augmented with a stronger focus on the context, such as: nature and duration of the 
issues; capacities and interests of the social network; and structural contextual factors 
such as culture, education and ongoing problems in the social network. Furthermore, 
an addition to the theoretical underpinning is the observation that compassionate 
interference depends on the own interests of the person who interferes. Lastly, an 
important part of self-reflection – as part of resilience – appears to be a person’s 
identity. Whether the older adults sees himself as a ‘carer’ or as ‘cared-for’ either 
negatively or positively influences his relational empowerment process. More 
research is needed to test these outcomes on larger groups of older adults.
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ANNEX: INTERVIEW PROTOCOL 1ST INTERVIEW OLDER ADULT 
Introduction: 
‘I will first introduce myself. My name is … and I am … (name, job description). I 
would like to thank you for inviting me to your home and for cooperating with the 
interview. I will start by explaining the goal of this interview.’ 
Goal interview:
‘You have been approached by the FGC foundation with the question whether 
you were willing to participate in the research project on FGC for older adults. You 
consented. The research is carried out by researched who work for the Amsterdam 
University of Applied Sciences, in cooperation with the FGC foundation, the WOW – 
an action group of women aged 50+ - and the VU University. A couple of days ago 
you received an information letter by mail, and a form in which you give your formal 
consent for your participation in this research project. Is this correct? (If the answer 
is yes:) I would like us to read through this form together, and ask you to sign it is 
everything is clear and you are still willing to participate. (If the answer is no:) I have 
the information letter and the form with me, so we can take some time to go over it 
together, after which you can decide whether you would indeed like to participate 
and whether you wish to sign the form.’  
‘The goal of the research project is to gain insight in whether and to what extent 
FGCs influence the older adults’ experienced relational empowerment. This means 
that we would like to know if the FGC increases the older adults’ sense of control and 
mastery with regard to their care process and their lives, and whether this increases 
their wellbeing. To reach this goal, we organize three interviews with each of the 
older adults for whom a FGC is organized. The interviews take place at three points in 
time: 1) before the FGC, 2) shortly after the FGC, and 3) six months after the FGC.’
‘In this first interview, we will talk about your current views on your life, your 
dependence or independence and the extent to which you feel you can control what 
happens in your life. In short, will we talk about your experienced self-mastery. When 
people grow older, they often experience more health problems and impairments, 
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and become less independent. They will increasingly need support from social of 
medical professionals, or from their family members. In such cases, we can imagine 
it might be difficult to still experience a sense of control over the situation. We would 
like to talk about that during this interview. I would like to know more about your 
experiences with having or losing control, how you feel about this, and what it means 
to you. We hope this information will help older adults with health issues to regain or 
retain control over their care and their lives.’ 
Course of the interview:
‘I will start the interview by asking you about your current wellbeing, experienced 
control, and expectations of the FGC. I would like to ask you to give concrete 
examples if possible, so we can get a clear idea of your views about self-mastery and 
control.’  
‘After the interview, I would like to fill out a questionnaire with you, the Minimal 
Data Set (MDS). This is a questionnaire which gives us basic information concerning 
your wellbeing. We gather this information for the National Program Elderly Care, for 
which older adults all over the Netherlands fill out this questionnaire.’
‘Finally, I would like fill out a second questionnaire with you, the Dutch 
Empowerment Questionnaire. Empowerment is closely related to control and self-
mastery and concerns your own strengths and capacities and the way you use them, 
or could make use of them.’
‘During the interview, I will sometimes write down something you say. I will also 
record the interview with a voice recorder, if you allow me to do so [explicitly ask for 
permission]. I do this so I can better report on your answers. I would like to stress that 
there are no wrong or strange answers. This interview is about your views and ideas. 
You don’t have to worry about what other people think, because we will remove your 
name and other personal information from the transcript of the interview, making it 
anonymous. 
Length: 
‘The interview will take approximately 1 ½-2 hours. I you get tired, please let me 
know so we can timely stop the interview or continue the interview some other time. 
Also, if you have any questions or if you don’t understand something, please let me 
know.’
Questions: 
‘Do you have any question at this point, before we start the interview?’
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TOPICS 1ST INTERVIEW OLDER ADULT
Older
adult
Current
living
situationReason
for FGC
Experienced
vulnerability
Decision-
making
Expectations
of FGC
Ideal
situation
Received
care
Dealing
with
problems
Relation-
ship with 
care givers
Sense of
control
Life
attitude
Experienced
support
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ELABORATION OF TOPICS:
Vulnerability
FGC:
• What was the reason for you to want to organize a FGC?
• Did you have any doubts about it? If yes, why? Of not, how come you were so 
sure about it? 
Experienced vulnerability: 
• Do you have the feeling to lose control or need help when it comes to:
- fysical condition
- mental condition
- social relations
- (social) activities
- other… 
- (ask for elaboration)
Forma land informal care:
• Do you receive help from professional care givers? If yes, what kind of 
professionals and what kind of care?
• Do you receive help from friends, family members, volunteers? Of yes, what kind 
of help, and from whom?
Wellbeing
Activities:
• Could you tell me something about your social activities? Who do you see, what 
do you do (together), how is your relationship with these persons? 
• Are you satisfied with the activities you undertake? Would you like to do more, or 
less, or different things? 
Social contacts:
• How do you experience your contact with you family members, friends and other 
social relations? What do the contacts you have bring you? (support, someone 
who listens to you, fun, nagging etc.) 
• Which relationships do you find supporting and which are less supporting? Can 
you explain why? 
• Would you like to have contact with more different people, of with less, or would 
you like you relationships to deepen? 
• Do you have the feeling you belong to something? Such as you family, peers, 
neighbors, an association, etc.? 
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Dealing with problems:
• How do you deal with problems in your life (physically, emotionally, relationally, 
financially, etc)? Could you give an example of a problem and how you dealt  
with it? 
Attitude in life:
• What is most important to you, in your life? (ask for an explanation!)
• How do you usually look at your life: more positively or more negatively? 
• Do you have a goal in your life? If yes, what is your goal? If not, how come? 
Self-mastery and control
Relationship with forma land informal care givers:
• Can you tell me about your relationship with professional care givers in your life? 
(stimulate stories) 
• Can you tell me about your relationship with informal care givers in your life 
(family members, friends, neighbors)? 
• Do you also support others? If yes, how do you feel about this? (stimulate stories) 
Decision-making:
• How do you deal with making decisions in your life? Do you make them by 
yourself, do you ask for help, do you feel like other people make decisions for 
you? How would you like it to be? 
• Do you trust yourself in making good decisions? Or do you think other people 
can make better decisions for you? 
• Do you feel like you know enough about care possibilities (forma land informal) 
to make you own decisions? If yes, how come? And if not, what do you need to 
get the feeling that you do know enough? 
Sense of control:
• To what extent do you feel like you have control over your life? 
• Has this been different in the past? How was it and how did it feel? 
• Do you think feeling in control is important, or can someone else (partly) control 
your life? Is someone else in control right now, or has someone else been in 
control in the past? How did that feel?
• Does your feeling of being in control differ according to different aspects of your 
life? For instance: is your feeling of control different when it concerns your living 
arrangements than when it concerns your health? 
• What (or who) can help you to strengthen your feeling of control? (ask for 
concrete examples!) 
• What (or who) prevents you from feeling in control? (ask for concrete examples!) 
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Ideal situation/ expectations:
• What would be the ideal situation when it comes to being in control? 
• What kind of expectations do you have for the future when it comes to being in 
control and making your own decisions? 
• What do you expect of the FGC? 
Summary/ conclusion:
• (name the most important aspects of the interview, ask if you understood it 
correctly) 
• Is there anything you would like to add, when it comes to the subjects we 
discussed? (repeat the topics, if necessary)
Rationale interview topics
Vulnerability
• FGC: the reason for an older adults to want an FGC indicates the aspects which 
make him/ her feel vulnerable.  Whether someone is hesitant or not has a reason, 
which can give us insight in the ways in which a person is used to dealing with 
his/ her vulnerabilities. 
• Experienced vulnerability: older adults will not easily admit to feeling vulnerable. 
However, by asking about losing control we can gain insight into the experienced 
vulnerability. 
• Formal and informal care givers: asking about the care a person receives gives 
information about actual vulnerability. 
Wellbeing
• Activities and social contacts: these questions give information concerning the 
older adults’ personal life, the extent to which they are satisfied with their lives, 
and which factors contribute in a positive or negative way. 
• Dealing with problems: the way a person deals with problems says a lot about 
coping, locus of control and resilience. It also gives information about the way a 
person is used to deal with problems and whether or not this is similar to the FGC 
model. 
• Attitude in life: it is important to know about a person’s basic attitude in life. 
When this is attitude is negative, and it is still negative after the FGC, this says 
little about the FGC itself. 
Self-mastery
• Relationship with care givers: this gives information about the extent to which 
these relationships are empowering or disempowering. 
• Decision-making: these questions also deal with the older adults’ basic attitude, 
but are more focused on decision-making. Once we know about decision-making 
patterns before the FGC, we can more easily give meaning to possible differences 
after the FGC. 
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• Feeling of control: these questions are concerned with the extent to which 
the older adult experiences control, and with the level of importance he/ she 
attaches to it. We also talk about how desirable being in control is for the older 
adult. For some people, having someone they trust who can take over control is 
comforting, they no longer have to worry. In this question we make a distinction 
between: what has a positive influence, and what has a negative influence; and 
the different types of influencing factors such as the older adult him-/ herself, 
other people around him/ her, and circumstances. We ask for a description of 
concrete situations to not just learn about feelings but also get information 
about behavior. 
• Ideal situation/ expectations: these questions help the older adult to look ahead, 
identify aspects with which he/ she is unhappy, and think about ways to improve 
this. Asking for a description of the ideal situations help to discover the older 
adult’s view on self-mastery through a different route, and get to know more 
about wishes en desires concerning self-mastery.
Summary
• The summary gives the opportunity to repeat the aspects of self-mastery which 
the older adult mentioned as important, to see whether all the important aspects 
have been mentioned. We intentionally saved the summary for last, to give the 
older adult enough time to reflect on the subject and create a clear view on what 
self-mastery and control means to him/ her. By summarizing what has been said 
before, we hope to encourage him/ her to add any remaining thoughts. 
INSTRUCTION FOR THE INTERVIEWER
Interview techniques
Besides the basic interview techniques (active listening/ showing empathy/ 
summarizing/ paraphrasing etc.) it is important in this interview to stay close to the 
respondent’s story. The respondent’s answers will be based on his/ her personal 
experiences with sickness and care, so asking for examples is particularly important. 
Additionally, it is important to deepen the information by asking questions such 
as: ‘how come’, ‘can you explain that ’, ‘how you feel about that’, ‘how does it affect 
you’, etc. Furthermore, the order of the questions should remain flexible, depending 
on issues the respondents brings to the fore and what appears to be logical to the 
interviewer. The interviewer should try to wait as long as possible with summarizing 
aspects of self-mastery which appear to be important to the respondent, but this is 
also flexible. 
80 Independence or interdependence
Transcription aids
The interview is recorded with a voice recorder, if the respondent consents with this. 
The interviewer uses a hard-copy version of the interview guide, which provides 
enough room for the interviewer to write down key words of comments.   
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ABSTRACT
Family Group Conferencing (FGC), a model in which a person and his or her social 
network make their own ‘care’ plan, is used in youth care and might also be useful in 
elderly care to support older persons living at home. In Amsterdam, the Netherlands, 
FGC was implemented for older adults but they showed resistance. Reasons for 
this resistance have been researched and are described in this article. We examine 
existing views and attitudes of older adults concerning the use of FGC, and report on 
how older adults see the possibility to regain control over their lives using FGC. To do 
this, focus group sessions, duo interviews and individual interviews were held with 
older adults with varying characteristics: living at home, in sheltered housing, or in a 
home for the elderly; and living in urban, suburban or rural areas. Themes were: views 
on and contentment with the control and autonomy they experience in their lives, 
and the willingness to use FGC to improve this. The main reasons for our respondents 
to resist FGC were: expecting people to be there for them without a FGC, not feeling 
ready yet for a FGC, feeling embarrassed when asking for help, being reluctant to 
open up about their problems, and having the fear of losing control when organizing 
a FGC. We conclude that, for this generation of older adults, FGC means losing control 
and autonomy rather than gaining it. To be appealing to older adults, a relational 
empowerment strengthening model should most likely be focused on reciprocity, 
peer-to-peer support, and solutions instead of problems.
Key words: Older adults; Family Group Conferencing; autonomy; control; social 
network
INTRODUCTION
In the last decades, industrialized Western countries have been going through a 
transition from an extensive welfare state towards a ‘participation society’ (i.e. Korpi 
and Palme, 2003; Pavolini and Ranci, 2008). The philosophy of the ‘participation 
society’ is that ‘society’ – meaning family members, friends and neighbors – will 
take responsibility in caring for and supporting their fellow citizens (WHO, 2002; 
WRR, 2006; Raad voor de Volksgezondheid, 2012). Care and support are no longer 
self-evidently provided by the state. In the field of elderly care, this transition is 
often accompanied by a promotion of ‘successful aging’ or ‘positive aging’, with 
governments responding to a (supposedly) universal desire of people to grow old 
as actively and healthily as possible. In part, these changes indeed answer to many 
older adults’ whishes: to stay in their own homes as long as possible (Dale et al., 
2012; Gillsjö et al., 2011; van Campen, 2011). However, with the transition towards a 
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participation society, access to care facilities such as homes for the elderly and home 
care is often limited (van Campen et al., 2013; Raad voor de Volksgezondheid, 2012; 
Gillsjö et al, 2011). As a result, older adults are increasingly expected to stay in their 
own homes as long as possible, while being asked to primarily try to arrange the 
support they need themselves, in their own network, before applying for professional 
support (Dutch Social Support act, 2007). A pressing question is whether the 
participation society will evolve to such an extent that gaps in formal care will be 
filled and older adults will be sufficiently cared for.  
Family Group Conferencing
One promising model with respect to filling the formal care gap is the Family Group 
Conference (FGC). This model is currently used in many Western countries to help 
individuals or families to organize a well-functioning social network (e.g. Morris and 
Connolly, 2012; Sundell and Vinnerljung, 2004; Straub, 2008; Crampton, 2007). It is a 
decision-making model in which a central person, together with his10 social network, 
makes a plan to deal with his issues. This plan is made during a one-time meeting 
organized by a coordinator, an independent and trained citizen. The coordinator 
helps the central person to invite social network members, formulate his own 
central question, and arrange a date and time for the meeting. Social or medical 
professionals can be invited to give information, but they are not in the lead and they 
leave the room as soon as the social network is ready to start making a plan. In the 
Netherlands, individuals or families are mostly referred to the FGC foundation11 by 
their social or medical professional, and in some case people apply themselves. The 
phases of a FGC are depicted in Figure 1.
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
More thorough information about FGC is given by e.g.  Berzin et al. (2008). FGC 
is generally used in child care but it is increasingly applied in other fields such as 
public mental health care (de Jong and Schout, 2011), and in cases of social isolation, 
child abuse, problematic debts and domestic violence (Nixon et al, 1996; Hayden, 
10 When we use the masculine form, it can also be read as the feminine form
11 The FGC foundation – in Dutch the ‘Eigen Kracht Centrale’ - is a Dutch foundation which disseminates the 
FGC vision and mission, educates FGC coordinators, and organizes the FGCs (www.eigen-kracht.nl).
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2009; McGarrell and Hipple, 2007; Crampton, 2007; Wright, 2008). For older adults, 
the only pilot project strictly focused on FGC for older adults was a relatively small 
scale project in Kent, for older adults facing abuse (Daybreak Bluebird, 2010). In this 
project, running from 2007-2010, 44 FGCs were convened for older adults facing 
various types of abuse. The results were mostly positive: 98% of the plans was 
regarded as safe, and most informal and formal participants were positive about the 
FGC meeting and its outcomes. 
In the Netherlands, we introduced and monitored FGC for older adults in the period 
of 2010 to 2012. We informed social work organizations and social workers about the 
possibility to offer FGC to their elderly clients, and organized information meetings 
for older adults themselves. Yet, only 34 older adults were referred to the FGC 
foundation and only eight of those referrals led to the organization of an actual FGC. 
With FGC being regarded as a promising generator of supportive social networks, 
this low number of referrals deserves serious attention. In this article, we present our 
findings concerning reasons why older adults were reluctant to be the subject of an 
FGC.
Older adults and their social support networks
The high expectations of the FGC to facilitate the development towards a 
participation society are largely based on the expectation that family members, 
friends and neighbors will provide the necessary support. However, the willingness 
of ‘society’ to ‘deliver’, is not self-evident. Moreover, the same goes for the willingness 
of those who need support to rely on their social network for it. While in the 
Netherlands more informal than formal care is already being offered, there appears 
to be a substantial amount of unused care potential in the care for older adults, 
especially from children and neighbors, and to a lesser extent from other family 
members and friends (Steyaert and Kwekkeboom, 2012). For instance, research 
among 355 older adults with multiple functional limitations in Amsterdam points 
out that only 21% receives support from their children, 4% from friends, neighbors 
or acquaintances, and 4% from other family members (Boer, 2007). Yet, activating 
this care potential appears to be complicated. A first obstacle, on the macro level, 
is formed by processes of individualization, women’s increasing activity on the 
labor market, increasing educational levels, and women emancipation, making 
the provision of informal care less self-evident. Secondly, geographical dissolution 
causes family members to live further away than they used to (Thomese, 1998). Even 
though research (de Boer, 2005) shows ambivalence concerning the influence of this 
geographical dissolution on actual informal care provision, this is still often raised as 
a reason why family members are unable to provide informal care. Thirdly, ties within 
neighborhoods appear to be predominantly weak ties (Linders, 2010), implicating 
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that little structural support can be expected from neighbors. A last obstacle 
complicating the development of a participation society is the fact that – for many 
people, including older adults - receiving care from professionals is easier than asking 
for, and receiving, informal care, since professionals are financially rewarded (Linders, 
2010; Roe et al., 2001).
This care potential on the one hand, and the obstacles in activating it on the other, 
causes governments, managers and client organizations to search for ways to work 
around these obstacles. Several stakeholders seem to see potential in the use of 
FGC in elderly-care, for a variety of reasons.  Firstly, politicians have the hope that 
FGC can compensate the reduced access to formal care with more intensive and 
better organized informal care (Barnsdale and Walker, 2007). Secondly, the FGC 
initiators have the idea that FGC might help older adults to increase their relational 
empowerment, so they can remain in control while also being able to accept 
other people’s support. Thirdly, a Dutch action group of older women sees FGC as 
a possibility for older adults to retain self-mastery and control over the care and 
support they need, or may need in the future (ZonMw, n.d.). Since FGC to many 
appears to be a promising model for older adults, it is important to gain more 
insight in the reasons why older adults seemingly fail to relate to the model. To our 
best knowledge no previous scientific data are available concerning older adults’ 
expectations of, and attitudes towards, FGC since it has been newly applied to older 
adults. 
METHODOLOGY
In order to investigate FGC for older adults we conducted qualitative research in the 
form of a responsive evaluation (Abma and Widdershoven, 2005) from December 
2010 to December 2013. A responsive evaluation is focused on the dialogue 
between various stakeholders and their issues. This responsive evaluation entailed 
an exploration of the perspectives of older adults, social workers, social network 
members and employees of the Dutch FGC foundation, from which we could 
construct a multi-dimensional view on FGC for older adults. The earlier mentioned 
disappointing results (34 referrals resulting in only eight FGCs) caused us to carry out 
and additional exploratory investigation concerning the reasons why older adults are 
reluctant towards FGC, on which this article reports. To gather information among 
older adults, we conducted focus group sessions, and interviews with individuals 
and duo’s (see Table 1). Since the model is new to most older adults, all interviews 
had to include informing the respondents about the ideas behind FGC. None of 
the older adults had actual experience with FGC, so the interviews concerned their 
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first reactions to, and attitudes towards, the FGC model. The research was funded 
by ZonMw, an organization which finances health care research, and stimulates the 
utilization of the developed knowledge. 
Initiators of, and partners in the research project, were two delegates of a Dutch 
action group of older women, the ‘Wise Older Women’ (WOW). They joined us 
in writing the grant application, recruiting respondents and carrying out the 
research, making sure we incorporated the target group perspective throughout 
the process (Abma and Widdershoven, 2005). Additionally, three groups of social 
work students (9 in total) joined us in the data gathering process. During a period 
of 1 ½ year they carried out their concessive research projects, building on the data 
and interpretations of the previous projects. This process, in which a total of 74 
respondents is reached, is depicted in Figure 2.
Group 1 (Sept-Dec 2012): 3 students
Group 2 (Jan-Jul 2013): 2 students
Group 3 (Sept-Dec 2013): 4 students
• 4 focus group sessions (N=21)
• 1 duo interview (N=2)
• Total: 23 respondents
• 2 individual interviews (N=2)
• 2 duo interviews (N=4)
• Total: 6 respondents
• 5 focus group sessions (N=24)
• 4 individual interviews (N=4)
• 2 individual interviews (N=2)
• 3 duo interview in a suburban area (N=6)
• Total: 34 respondents
Additionally:
• 1 focus group session 
(N=10)
• 1 individual interview 
(N=1)
• Total: 11 respondents
Figure 2. Research process
In Table 1, we give an overview of the types of interviews and the living areas of the 
respondents.
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Urban area Suburban area Rural area
Respondents Respondents Respondents
Focus groups 6 39 4 16 - -
Individual interviews 1 1 2 2 4 4
Duo interviews - - 2 4 4 8
Total respondents = 74 40 22 12
Table 1. interviews and living areas
Sampling and recruiting
In qualitative research, the commonly adopted approach to sampling is purposive 
sampling. The purposive sampling method we applied is heterogeneity sampling, 
meaning ‘[…] there is a deliberate strategy to include phenomena which vary widely 
from each other. The aim is to identify central themes which cut across the variety 
of cases or people’ (Ritchie and Lewis, 2003:79). The first method we used was 
sampling through the social and professional networks of nine social work students 
(seven from the Amsterdam University of Applied Sciences, and 2 from the Hanze 
University of Applied Sciences in Groningen) who assisted us in carrying out the 
research project. Through them, we were able to include older adults and couples in 
various Dutch regions, namely: Amsterdam (urban), Amsterdam region (suburban), 
West-Friesland and Friesland (suburban/ rural). This sampling method resulted 
in respondents (n=34) living in urban areas (individualized but well facilitated) 
and suburban and rural areas (more social cohesion but less facilities), giving us 
the opportunity to compare the various living areas. Secondly, we were able to 
include already existing groups of older adults in an urban setting by approaching 
a volunteer of a welfare organization in Amsterdam who organized so called ‘living 
rooms’ in which older adults, both community-dwelling and living in a nursing home, 
met each other once or twice a week. During these meetings, the members usually 
discussed various age related topics, received information concerning facilities that 
might interest them, or simply talked or played games. With five of these groups, 
we could organize focus group sessions, with between three and five participants 
(n=29). Thirdly, the WOW delegates recruited a larger group of WOW members for 
a focus group session (n=10). They can be characterized as feminists and activists 
and they had already given the subject some thought, so we could compare their 
ideas to those of older adults who were perhaps less emancipated and had given the 
subject less thought. Lastly, one of the WOW delegates was willing to participate in 
an interview to further elaborate on her motives to initiate the research project on 
FGC for older adults. In total, 74 respondents participated, after giving their verbal 
informed consent. Their average age was 82, ranging from 65 to 94. The male-female 
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ratio was 6:68. In the Findings section, we use the coding system presented in Table 2 
to indicate the source of the quotes:
Urban area Suburban area Rural area
Focus groups FG U FG S FG R
Individual interviews II U II S II R
Duo interviews DI U DI S DI R
Table 2. Identification interview quotes
During the focus group sessions and the interviews, we used a semi-structured 
framework. The contours of this framework were pre-determined, while we filled in 
the details attuned to the particular group of respondents. 
Interviews
The interviews started with asking the respondents to introduce themselves and 
briefly talk about their lives concerning their physical and mental health, social 
contacts and the informal and/or formal care they received; followed by the question 
how they felt about those aspects of their lives at that moment. This brought up 
stories and follow-up questions. Subsequently, the subject of the FGC was brought 
up, in most cases without actually mentioning the term FGC since it might be 
confusing rather than helpful. The interviewer described FGC as: a meeting with 
people who are important to you (family members, friends, neighbors etc.) in 
which they help you think about ways to improve your life, resulting in a plan. The 
respondents were then asked to give their opinion and talk about their expectations 
concerning this model. The interviews took place in the respondents’ homes, lasted 
approximately one hour, and were recorded and transcribed.
FOCUS GROUP SESSIONS
The focus group sessions also started with the participants briefly introducing 
themselves. Subsequently, they were asked to share their views on aging and 
being in control or losing control. Participants were explicitly asked to respond 
to each other’s views. In this respect, the focus group sessions covered more 
general visions and the interviews focused more on individual experiences and 
situations. The introduction of the FGC in the focus group sessions was similar to 
the explanation used in the interviews. The semi-structured framework allowed 
the focus group moderators to facilitate a focused, conversational communication 
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between the respondents. Topics emerged during the focus group sessions and 
were subsequently deepened. The semi-structured framework could also be used as 
a tool for the moderator to check whether all topics were covered. The focus group 
sessions lasted approximately 1½ hours and took place at the ‘living rooms’ or day 
care facilities the respondents frequented. The focus group sessions were recorded 
and transcribed. In Table 3 we give an overview of the framework of the focus group 
sessions:
Topics
First part Introduction of participants (name, age, living conditions)
Views on and experiences with aging
Views on and experiences with being in control/ losing control
Second part Explanation of FGC model
Views of participants on organizing a FGC for themselves
Ideas about social network members they would invite
Ideas about circumstances under which they would organize a FGC
Table 3. Framework of the focus group sessions
Analysis
The focus group sessions and individual interviews we analyzed using MaxQda10. 
This software program for qualitative data analysis is intuitive in its use and has useful 
tools to both get an overview of the coded segments belonging to one code, and 
seeing the coded segment in its context. We used a thematic analysis, to identify and 
analyze patterns of themes in the data (Braun & Clark, 2006). It is a detailed process of 
describing empirical data, in which the researcher defines the themes based on their 
relevance for the central research question. This process entails five phases: 1) closely 
reading the transcriptions, 2) generating initial codes, 3) searching for overarching 
themes, 4) reconsidering the themes, and 5) confirming and naming the themes. 
Quality procedures
To ensure the trustworthiness of the qualitative part of the research, various 
strategies were undertaken (Shenton, 2004). By gathering data in rural, suburban 
and urban areas, and among older adults living in their own homes and in a nursing 
home, we were able to compare our findings throughout several sub-groups of older 
adults and thereby determine the confirmability and credibility of our findings. Also, 
the student researchers presented their findings to part of their respondents and/
or to the WOW members participating in the project. Their reactions were used to 
validate the students’ interpretations. Furthermore, the credibility of the findings 
was tested by comparing them to previous relevant research findings concerning 
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the views of older adults on autonomy, dependency and (in)formal care. We could 
ensure the dependability by discussing findings within the research team, consisting 
of the first author and main researcher, a co-researcher, the co-supervisor, and the 
PhD supervisor. The team-expertise consists of thorough knowledge of gerontology, 
theoretical knowledge concerning older adults and FGC, long term involvement in 
the research process, and long term experience with qualitative research. The author 
team discussed the analysis of the transcripts until agreement was reached, making 
the process of coding an iterative one. 
FINDINGS
The most apparent result we found was that our informants indeed were not 
interested in applying the FGC model to their own situations, and we identified the 
reasons why the interviewed older adults thought FGC was not relevant for them. We 
present a quick overview of the results in Table 4.
First response:
I don’t know whom to 
invite, because:
· I don’t expect much from my social network
· I don’t want my social network to do certain things for me
Second response:
People will be there for 
me without a FGC:
· My children already help out at lot
· I have faith that my partner and children will be there when I need them
I’m not ready yet for 
a FGC
· I can still decide for myself
· I’m not old yet
· FGC is for the future, which is not there yet
· I’m not ready for the future
Underlying emotions: you don’t show everyone your weakness
· Embarrassment when asking for help
· Reluctance to open up about problems
· Fear of losing control
Table 4. Overview of the most important findings
In the following section, we further elaborate on the results briefly sketched out 
above. We start with most older adults’ very first reaction: I wouldn’t know whom 
to invite! We describe the reasons why their social network would, according to 
them, not be able or willing to attend a FGC. Then, we look at what’s behind this first 
reaction: either the idea that people will be there for them anyway in times of need, 
so it will not be necessary; or the feeling that they are not ready yet for such an 
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‘intervention’. This feeling might be caused by: embarrassment in asking for help, 
reluctance to open up, or the fear that asking for help will result in less control. 
First reaction: I don’t know whom to invite!
This was the first reaction of many of our respondents when being introduced to 
the FGC model. In most cases, they did have a social network consisting of mostly 
their children and in most cases some neighbors and/ or friends, but they had low 
expectations concerning the amount of (extra) support their children, friends and 
neighbors would be able to offer. In the following section, we will look at the various 
reasons for these low expectations of receiving extra social support.
I don’t expect much from my social network
When it came to support from family members, our respondents predominantly 
talked about their children. The oldest respondents, aged 80 and over, mentioned 
their children were already old themselves and started to show limitations. Our 
younger respondents often mentioned that their children had busy lives, juggling 
full-time jobs and their children. A third argument why their children could not assist 
them was that they lived too far away to be able to come by every day, or even once 
a week. According to one respondent: ‘These days, you can no longer rely on your 
children. I mean, they are terribly busy or they live far away, you cannot expect it [support] 
from them.’ (DI R)
When it comes to friends, some of our older respondents expected to not be able 
to rely on them, because they were old themselves or had already passed away. The 
friends of our younger respondents were said to be too busy: ‘They are busy with their 
children and grandchildren […] so, I mean, the time they can spend with us becomes less 
[…].’ (II S)
Our respondents also mentioned several reasons why they did not expect their 
neighbors to be there for them, i.e. that they were old themselves, they were too 
busy with their own lives, they did not know their neighbors, or they thought their 
neighbors would appreciate some privacy. 
‘Int: But could you ask some extra support from your neighbors? Resp: Well, probably not 
because they have jobs of their own. I think it’s great what they already do for me, but you 
cannot demand things from them.’ (II R) 
I don’t want my social network to do certain things for me
The objections towards involving the social network in setting up a care plan, were 
also related to the kinds of support they would – and most importantly would not 
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– wish to receive from their social network members. Most of our informants would 
not want the situation to go back to the way it was some decades ago, with children 
doing everything for their parents, or even taking in their parents in their own homes. 
‘They want things to go back to the way it was, with the children doing everything. I can’t 
think about that!’ (II R). Opinions varied when it comes to physical care, some of our 
respondents would agree to their children helping them in the shower, others would 
dread this. 
‘Resp a: So you wouldn’t want your neighbor to help you in the shower? Resp b: Not yet, 
but I would allow one of my children to do so. Not my daughters-in-law.’ (FG U)
‘There was one woman who said: I would hate for my daughter to help me in the shower. 
While her daughter lived around the corner from her. So…they have different opinions 
about that.’ (FG U)
Our informants thought that friends should mainly provide emotional support, they 
were there to share emotions and have a good time with. One of our informants 
explained: ‘What she’s been through with her husband, I’ve also been through. We have 
a strong connection and we support each other’ (FG S). Most of our respondents did not 
expect their friends to offer more than emotional and sometimes practical support. 
Delivering personal and physical care was something they would not ask their friends 
to do. Only one or two of them mentioned their friends when thinking about whom 
to invite to a FGC.
Neighbors might be called for small practical and incidental tasks, such as bringing 
out the trash, watching the dog, and being available in case of an emergency. One 
informant said: ‘I have some phone numbers from neighbors I barely know, but in times 
of need I can call them’ (FG U). More structural tasks, such as helping with support 
stockings, would be too much of a burden for them according to older people. 
In the case of only one older couple, the neighbors were thought to be willing to 
come to the rescue if it would be necessary. This would, again, only entail practical 
and incidental tasks. An important condition they mentioned was having a good 
relationship with your neighbors, and having known each other for a long period of 
time.  They explained this as follows:
‘A first condition for that is to have and sustain a good relationship with your neighbors.  
If that is not good, you don’t have to talk about such things, that simply falls away.  
So, that’s why living well together with your neighbors, in our opinion, is very important.’ 
(DI R)
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Since having good enduring relationships with neighbors was only rarely the case 
among our informants, both for those living in urban areas and in smaller villages, 
most of them would not think of inviting their neighbors to a FGC. 
People will be there for me without a FGC
In contrast to our informants’ low expectations concerning the support their social 
network would be able to provide to them, many of them a) named many things 
their children already did for them, and b) expressed a lot of faith in predominantly 
their children and their partners. This confidence was also a reason why organizing a 
FGC did not appear necessary to them.
My children already help out a lot
In the case of almost all our informants the children already provided a lot of support, 
mainly in the form of practical tasks such as grocery shopping, finances, laundry, finding 
a new house, etc. Additionally, they gave advice and helped making difficult decisions.
I have faith that my partner and children will be there when I need them
Older married couples who were still together relied on each other first and foremost, 
stating for example: ‘[…] when you’re together, you can make it for a long time. I mean, 
you can help each other’ (DI R). Additionally, many of our respondents knew with 
absolute certainty that their children would find a way to help them if it became 
necessary, and their children would be the first they would turn to. 
‘Well, if we ever have to say: we cannot make it anymore with the two of us, or we don’t 
have the oversight anymore. Whenever you lose oversight you first fall back on your 
children and then we will say: guys, we can’t do it anymore.’ (DI R)
They often involved the children in making decisions, they kept them posted and 
they asked them for advice. They knew their children were looking out for them and 
would intervene whenever they would feel it were necessary. One informant told 
us: ‘Luckily I have the children, if there’s something wrong with me they’ll notice. If I need 
help, I can rely on them’ (FG U). Some placed even more trust in their children, saying: 
‘My daughter knows what is good for me’ (FG U). In these cases, the older adults were 
happy their children ‘took over’, because they could no longer do it themselves. In 
accordance with this, children were often named as the ones who would be allowed 
to make decisions for their parents, if they could no longer decide for themselves. 
Of course, not all our informants had children, and those without children showed 
a greater fear of what would come of them if they would become physically or 
mentally impaired. Also, they realized the necessity to invest in alternative social 
networks:
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‘[…] perhaps I’ll get very old and I’ll look for social contacts in the neighborhood, or wish 
to do things or need help. Then, I make sure I have a social network to rely on. I’m very 
consciously building on that’. (II U)
I’m not ready yet for a FGC
An additional response to FGC was that older people felt like they did not need it 
yet. Indeed, most of them were still able to make their own decisions, which they 
valued highly. Additionally, they not yet looked at themselves as ‘old’, being old to 
them was still far away (even still at the age of 75+). This feeling resulted, for some 
of our informants in avoidance to think about the future, even though it might 
be necessary to start making some arrangements. Others had already made the 
necessary preparations for the future. 
I can still decide for myself
Almost all the informants placed great importance in being – and staying – able 
to decide for themselves, often together with their partners. This was normal to 
them, they had always made their own decisions and they had never really thought 
about it, they just decided whenever necessary. During the interview they often 
realized how happy they were to be this independent, and how proud they were of 
it: ‘Yes, it might be ungrateful of me to find it normal, it isn’t even that normal. Yes, now 
that you ask me this, of course it’s great!’ (II R). To discuss decisions or dilemma’s with 
others – mostly partners or children - happened on a regular basis, but this did not 
necessarily influence the informants’ independence, as long as they could make their 
own decisions. As some informants said, they were the ones who knew best what 
they needed. They did realize there would come a time when they might no longer 
decide for themselves, and this made them worry about losing their autonomy and 
independence. 
I’m not old yet…
Most of our informants did not, or did not like to, look at themselves as being old, 
even if they were aged over 75. All the typical ‘old person things’, such as wearing an 
alarm system, having people stand up for them in the bus, or having people helping 
them cross the street, were things they tried to avoid or postpone as long as possible; 
including asking for help, let alone organizing a FGC. The accompanying perception 
was that having to let things go they were always able to do themselves, meant they 
were deteriorating, and that changed the way they perceived themselves. So, even 
though they knew they really needed to wear the alarm system or take the seat in the 
bus, they would rather decline such support to sustain their own, independent and 
youthful, perception of themselves.
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‘Resp. a: It’s not about the facts but it’s about the way you feel about the facts. Which 
is… Resp. b: …that you can no longer do something. Resp. a: …that you fundamentally 
cannot do it anymore. And that says something about you as a person. And you draw a 
line in whom you wish to involve in that. Is that right? Resp b: That is very shameful, for 
yourself.’ (FG U)
According to some respondents, they should be ‘really old’, meaning over 85, before 
accepting their dependence and stopping to push themselves. Yet, this also felt like a 
relief; finally they could start acting their age. 
‘I think, now that I’m 85 something has shifted. Until I was 85 I never felt: god, I’m rather 
old. And I sometimes think: god, I’m 85 so I can be old. So, there’s a turning point, at least 
for me.’ (FG U) 
FGC is for the future, which is not there yet…
The perception of many of our informants that they were not old yet, also led a part 
of them to believe they did not yet have to worry about being old and frail. According 
to them, there was no way of knowing what life would bring, so how and why 
prepare for that? As long as their minds and bodies functioned well, they cherished 
that and would deal with the future when it would arrive.  A respondent told us ‘[…] 
I sometimes try [to picture the future] but I don’t get very far because I have no idea how I 
will develop myself or what will happen. So I can’t prepare myself for that’ (II U).  This way 
to view being old was also expressed by a ‘living in the here and now’ lifestyle. This 
meant taking life the way it comes, which is not always the way a person wants it to 
be, but they have to adjust and accept. This helped some of our informants to not 
feel vulnerable, stay realistic, just go on and make the most of life.     
‘Resp a: I do what I can do and I let go of what I can no longer do. Resp. b: But are you 
content with it? That’s what she’s asking. Resp. a: Not entirely but you have to adjust. You 
have to just take it the way it is.’ (FG U)
I’m ready for the future
A small part of our informants did think about the future a lot. This was often 
provoked by seeing people around them deteriorating. Some had already made 
preparations such as moving to an age-friendly house, adjusting their current house 
to make it age-friendly, making a will, making a formal euthanasia statement, or 
subscribing to the waiting list of a home for the elderly. Others had already discussed 
things with friends or their children, such as moving in with their children or how 
they would want their funeral to be arranged. 
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‘[…] look, you can’t be ahead of everything. […] You don’t have to be. But there are 
certain things you can arrange. That is what we did with our will, that is taken care of. 
And with the apartment, to hopefully make it easier for ourselves in the future.’ (II S)
Others worried about the future, especially when they had no children, or when their 
children lived too far away to be able to support them. 
‘The world is digitalizing so my finances, can I still manage them in the future? […] Will 
someone look after me when I get ill or I become incompetent and unable to indicate 
that? Who will look after me?’ (II S) 
Underlying emotions: you don’t show everyone your weakness
The more rational reasons our respondents gave us for not being interested in 
organizing a FGC, seem to be – at least partly – motivated by some underlying 
emotions: embarrassment in asking for help, a reluctance to open up about 
their problems, and a fear of losing control. In the following, we report on how our 
respondents spoke about those emotions. 
Embarrassment in asking for help
To many of our informants, an underlying reason why they were not open to 
organizing a FGC was that they found it difficult to ask for help. Most of them were 
women and they explained that, when they were young, they were not supposed to 
ask for something. They were supposed to do what they were told, and they learned 
to be quiet even if they did not agree. So, many older women were more comfortable 
with taking care of others, than with being cared for.    
‘Well, to ask for something, you don’t learn that as a woman. You’re obedient. And 
especially the older women, they were raised in a period of time when they learned to 
obey their fathers and husbands. So, even if it’s hard for you, even if you don’t agree, you 
keep quiet and do it.’ (II U)
‘[…] Yes, maybe we [women] are more used to wanting to provide care than to ask for it. 
My son also says: you are very good at arranging care for others, but not for yourself.’  
(FG U)
Some respondents explained that if they did ask for something they were often 
rejected. By not asking for it, even now that they were old, they prevented having to 
suffer such a rejection. That might be why they told themselves that they could not 
possibly ask their busy children, neighbors and friends for help, especially when it 
concerned structural personal or physical care or even structural visits. 
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‘Resp: And I would like that [visits from my daughter] more often. But I’m also a realist. 
She’s a grandmother, she works, she needs to make money […]. And now that she also 
has a grandson I know that I not even come second, but I come third. I know that. But 
I still miss it. But I can’t let them know. You can, but it will not be…I don’t believe that 
that… Int: Have you tried? Resp: No. No.’ (II S)
Some or our informants did ask themselves: where is the boundary in asking, or 
not asking, for help? They would sound the alarm if it were absolutely necessary, 
but wondered: when is that? One of them mentioned that she felt like she kept 
postponing that moment. 
‘I have the idea, but that is right now, that maybe you keep pushing your boundaries. 
Until it might be too late. I don’t hope so. I hope that we, I, will be sensible enough to 
arrange things beforehand.’ (II S)
Reluctance to open up
Another reason why some of our informants were reluctant towards the FGC model, 
was that they wished to keep their problems to themselves, or only share them 
with one or two confidants. To open up to a large group of people seemed to be 
unattractive. Again, some of the women explained this as a residual effect of their 
upbringing. They were taught to keep their problems to themselves, otherwise they 
were thought to be weak. Their problems remained, but they were covered.  
‘[…] well, you often hear: don’t show you dirty laundry, […] to ask for help, we often see 
that as a sign of weakness. You don’t show everyone your weakness. […] or to bother 
someone. You don’t do that either.’ (II U)  
‘This is called internalization, you start to own it, the way other people feel about you, 
how they see you. And then I start to feel that way too.’ (FG U)
Being old was scary and shameful, and it was not something to share with the world. 
Because many of our, mostly female, informants were not used to being cared for or 
to ask for help, this did not fit into their own perceptions of themselves. To ask for, or 
accept, support meant to relinquish their identity, changing into a different person. It 
became even more difficult to open up when other people - children, professionals – 
failed to take the request for help seriously. One of our respondents mentioned that 
her children told her not to make a fuss about future care possibilities, even though 
she worried about it: ‘No, they say: mom, just wait and see. Don’t start beforehand, 
there’s nothing wrong yet. So I cannot complain to them’ (FG S). 
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Fear of losing control 
The last, but no less important, reason for part of our informants to resist FGC was 
the fear that it would result in a loss of control. By sharing their situation with - 
predominantly - their children, it would be ‘out of their hands’. Children often meant 
well, but some of our informants mentioned that their children very much like to 
control them, or less strongly formulated, try to convince their parents to do it their 
way. For most of the participants this concerned small things, such as buying brown 
bread instead of white, deciding against a strongly desired trip to Spain or managing 
the finances in their way. In some cases it concerned bigger things, such as arranging 
a move to a home for the elderly.
‘[…] I had a delirium, right? Well, that’s horrible. […] And my daughter [...] said: mom, you 
can’t live alone anymore. […] Then I ended up here [in a home for the elderly]. I’ll tell you: I 
hate it here.’ (FG S)
‘Well, to decide for yourself, my eldest daughter wanted to take it all away from me. I 
wouldn’t have any say anymore, not even about my money. Noting anymore.’ (FG S)
Our informants spoke a lot about sticking up for themselves, according to many of 
them this was crucial if they wished to stay in control. Some mentioned that they 
knew what they wanted and how they wanted it, and would not let people walk all 
over them. Also, when people ask too much or offer unsolicited support they said you 
have to let them know: ‘I said: when it’s necessary I’ll ask, but please, I wish to do things 
myself as long as I can’ (FG U). Some used humor to make it easier for themselves 
and others: ‘But I try to get things my way. With a smile and a joke. And then you might 
achieve something’ (II S). 
While all participants agreed on the importance of sticking up for themselves, not 
all of them found it easy to do. Sometimes they accepted a situation to sustain the 
relationship. For instance, one respondent mentioned finding it too busy when her 
grandchildren came to spend the night, but she was scared to tell her son. Also, some 
wondered to what extent they should take other people’s wishes into account, and 
how they could still hold on to their own ideas. 
‘[…] how much strength do you have to hold on to your own ideas and say: it’s really 
sweet what you’re saying but let me think about how I want it. I find that really difficult. 
How do you find the balance?’ (FG U)
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DISCUSSION
We identified many emotions and motives which together form an explanation 
for our older respondents’ lack of interest in organizing a FGC. Several of these 
emotions and motives are interesting when related to the FGC goal: to enhance 
older adults’ relational empowerment. In this discussion, we focus on two 
predominant emotions: a fear of losing control, and not wanting to be or feel 
old. Additionally, we look at the role of ageism and our respondents’ cultural 
background. 
Losing control instead of gaining it
The sentiment that a FGC might result in losing instead of gaining control is 
interesting. Organizing a FGC seems to feel like a big step, focusing a lot of 
attention on the older adult and his impairments. This seems to contradict the 
basic idea behind FGC, to focus on strengths and capacities instead of on problems. 
Contrastingly, step by step accepting and perhaps even asking for support, slowly 
letting it happen, seems to be easier to cope with, perhaps because it also slows 
down the process of losing control. Research by Janlöv et al. (2005) points out that 
older adults experience the acceptance of formal care as a new phase in life, in 
which the end is near. This might also be the case with informal care, which might 
further explain older adults’ negative emotions concerning FGC.
When it comes to receiving support the notion of compassionate interference – as 
part of the concept of relational autonomy - seems to play an important role. In 
our research data, we found that our respondents would not easily ask for help, 
but were mostly thankful when help was offered; when someone interfered with 
compassion. When the right support is offered by the right person at the right 
time, compassionate interference need not be paternalistic but seems to be a very 
welcome and necessary way to offer help. To be dependent on others and their 
compassionate interference in certain parts of life, might be necessary to maintain 
autonomy in the remaining aspects in life. Sometimes we need others to help 
us understand ourselves and the situations we encounter, and to deal with our 
limitations (Abma et al., 2012). When it comes to resilience, Janssen et al. (2010) 
argue that older adults’ resilience is strengthened when they are open about their 
vulnerability and are open to receiving help. To achieve this openness towards 
receiving support, reciprocity might be an important notion. Just receiving support 
from family members, friends and neighbors changes the relationship: the older 
adults’ care needs are increasing, while their ability to reciprocate is decreasing. 
According to de Vries (2008, in Steyaert and Kwekkeboom, 2012) to receive 
social support causes feelings of helplessness which results in avoiding the care 
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giver. Several authors (Vernooij-Dassen, 2008; Staudinger et al., 1995) stress the 
importance for older adults to give something back, no matter how small.
Of course, compassionate interference can turn into paternalism when an older 
adult is deprived of the right to decide about his own care or support (Ho, 2008). 
Family members and their worries and good intentions might cause stress instead 
of positive emotions (DiMatteo and Hayes, 1981). Several authors (Pagel et al., 
1987; Tolkacheva et al, 2011) found that a social network can have a negative 
influence when promises are broken, informal care givers are overly involved and 
care comes with certain conditions. So, there is a fine line between paternalism and 
compassionate interference, which care givers need to keep in mind. As long as they 
are interfering with compassion, along the lines of the older adult’s wishes, they are 
helping the older adult to build on his relational empowerment. 
Not wanting to be or feel old
Our respondents often mentioned not yet needing a FGC, even if they were 
already very old or even impaired. A reason for this emotion might be that there is 
a fundamental difference between ‘feeling old’ and ‘being old’. ‘Feeling old’ is more 
related to illness than to age. According to Becker et al. (1994) people will not look at 
themselves as old, frail or dependent as long as they are still healthy. Furthermore, 
being old is often related to being dependent on (formal) care, which according to 
Janlöv et al. (2005) causes older adults to fear they are losing parts of themselves and 
their connection with others or even the world. This might instigate the tendency 
to postpone asking for help until it can no longer be avoided. This is supported 
by several authors (Becker, 1994; Wenger, 1997) who report on the importance of 
autonomy in later life, especially when someone has always lived an independent life. 
In fact, their research shows that even older adults faced with limitations or structural 
dependency still characterized themselves as autonomous (ibid.). The threat of losing 
this autonomy because of increasing frailty might make older adults cling to their 
last little bit of autonomy as long as they can. FGC does not combine well with this 
tendency. 
Strongly related to this need to be autonomous, is the need to hold on to dignity. 
According to Dale et al. (2012), being dependent because of frailty or illness - 
augmented by ageism and negative stereotypes - can lower older adults’ sense of 
dignity. Dignity is thought to be comprised of self-respect, integrity, autonomy, 
trust and social recognition (Ibid.). For many older adults ‘being able to be’ is more 
important than ‘being able to do’ in order to stay independent (Dale et al., 2012). This 
means being true to your own identity: living in your own home, upholding your 
own daily rituals, organizing your own time schedule, making your own choices (Dale 
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et al, 2012; Hammarström and Torres, 2012). Being dependent on others affects the 
older adult’s self-esteem and autonomy, making it harder to accept help (Vernooij-
Dassen, 2008). 
Ageism and cultural background
The embarrassment to be seen as old and dependent might also have to do with 
general stereotypical views in society, regarding older adults as being a burden and 
invisible, and lacking potential and competency (Dale et al., 2012). This causes social 
pressure to fight the process of getting older. Additionally, gender and generational 
aspects play a role. The current generation of older women has been used to 
being obedient, they were expected to not complain and to refrain from asking for 
anything. This might influence their attitude of not wanting to be dependent and 
not asking for support. Kinsel (2005) found similar results in that older women felt 
the need to help others, especially family members, in the same way their mothers 
had always done. Goals for them were to see the results in other people’s lives, and to 
have a positive feeling about themselves. Their parents had also taught them to take 
action to improve their own situation, instead of asking for help. Being pro-active 
gives them self-confidence and a feeling of safety and control.  
EVALUATION OF THE RESEARCH
It is important to stress that the respondents had no FGC experience, they merely 
spoke about their expectations based on the explanation they have been given 
about FGC. The essence of the model had been explained to them, in most cases 
without mentioning the term FGC. We asked them if they would consider inviting 
their family members, friends and neighbors and together with them make a plan for 
their lives. The respondents’ sentiments might very well be influenced by the way the 
FGC model was explained to them. 
CONCLUSION
For older adults living in both urban and rural areas, and living both in their own 
homes and in homes for the elderly, FGC appears to mean losing control rather than 
gaining it. To be appealing to the current generation of older adults, a relational 
empowerment strengthening model should most likely be based on compassionate 
interference and reciprocity, paying great attention the older adults’ autonomy and 
dignity.
104 Independence or interdependence
Compassionate interference seems to be an important ‘tool’ against the 
shamefulness in asking for help we came across in this research. However, it should 
be applied with care, avoiding uncalled for interference based on the care giver’s own 
morals and values. If used conscientiously, compassionate interference might even 
result in older adults having enough faith in their social network to consent with the 
organization of a FGC. 
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ABSTRACT
Summary
Family Group Conferencing (FGC) as deployed in child care might be useful in elderly 
care to strengthen older adults’ social networks and self-mastery. When FGC was 
implemented for older adults in the Netherlands, social workers were reluctant to 
refer. To discover reasons for this reluctance, we examined social workers’ views and 
attitudes concerning FGC for their clients. 
Findings
In an explorative study we distributed a survey among social workers who worked 
with older adults and were informed about FGC, followed by three focus groups 
of social workers with and without FGC experience. Additionally, we held semi-
structured individual interviews with social workers and an employee of the Dutch 
FGC foundation. The respondents were positive about FGC, but hesitant about 
referring their older clients.  Reasons were: they already work with their clients’ social 
networks, they fear losing control over the care process, and they wonder how they 
can motivate their clients. They also report that their clients are reluctant, because: 
they seem to fear that FGC makes them lose self-mastery, and they do not want to 
burden their social network. 
Applications
Our findings indicate that implementing FGC in elderly care is a complicated and 
slow process, partly because social workers have little experience with FGC. To 
facilitate social workers, it might be necessary to offer them more guidance, in 
a joined process with the FGC foundation. Additionally, one could experiment 
with making alterations to the FGC model, for example by focusing less on family 
networks and more on reciprocity. 
Key words: Family Group Conferencing, implementation, older people, social work, 
decision making, empowerment, family support
INTRODUCTION
During the last two decades the approach towards aging and older adults in Western 
European countries has shifted from a focus on physical impairments and growing 
dependency to positive and active aging and self-mastery (WHO, 2002). In the 
Netherlands, a general transition of the welfare state was started in 2007 with the 
Social Support Act, and has recently been taken a step further under the name: 
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‘participation society’ (State of the Union, 2013), accompanied by a revised version of 
the Social Support Act. An important reason for governments to make this transition, 
is to cut the rising care expenses. In the field of elderly care, this results in homes 
for the elderly being closed down, and care increasingly being offered in people’s 
own homes. The government expects this care to be predominantly offered by 
informal care givers such as family members, neighbors and friends. If necessary, it 
can be supplemented with voluntary work and as a last resort, with professional care 
(Social Support Act, 2007). Within the participation society, social workers should 
also change their role: instead of taking the lead, they are expected to facilitate and 
motivate. 
Family Group Conferencing (FGC) is a decision-making model that - in theory - fits 
perfectly with this transition towards active aging and increasing use of informal 
care. A FGC is a meeting between a person with a problem – the ‘central’ person - 
and his social network, in which they discuss the problem and possible solutions, 
resulting in a care plan. This decision-making model follows a three-step structure 
(see Figure 1). It keeps - or makes - a person and his social network responsible 
for existing problems and for finding solutions, and allows people to make their 
own decisions (Nixon et al., 2005). Social workers can give information about care 
options and facilitate decisions, but the plan is made by the person himself and his 
social network. In the Netherlands, a national FGC foundation handles the referrals 
– coming from social workers or from people themselves - and links the central 
person with an independent coordinator. This coordinator is trained by the Dutch 
FGC foundation to help the central person formulate a central question, invite social 
network members and organize the meeting. 
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
A more elaborate description of FGC and its history is given by Berzin et al. (2008). 
Worldwide, FGC is used in child care settings in countries such as Australia, New 
Zealand, the US, the UK, Canada and many European countries (Barnsdale and 
Walker, 2007). Yet, FGC research in child care indicates that the implementation of 
FGC in regular care services is a slow and complicated process and its use remains 
relatively small scale (ibid.; Lupton and Nixon, 1999; Merkel-Holguin et al., 2003; 
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Brown, 2003). Exceptions are countries in which FGC is supported by a legislative 
mandate, such as New Zealand, Northern Ireland and Sweden (Brown, 2003), and 
since recently the Netherlands. 
In the Netherlands, FGC was first implemented in child care in 2002. The first reported 
referral numbers were 256 in 2006 (Eigen Kracht Centrale, 2006) and reached up 
to 1.595 in 2013 (Oosterkamp-Szwajcer et al., 2014). In 2013, most families were 
referred by the National Child Care Agency (ibid.), which is the central access point 
to indicated child care, both voluntary and coerced. The most mentioned causes for 
referral to the FGC foundation were: pedagogical impotence or neglect, behavioral 
problems of the child/ children, overburdening of the parents, and divorce troubles. 
Of the 1.088 cases in which it came to a FGC meeting and a plan, 97 percent involved 
coerced care to ensure child safety (ibid.). An international survey (Barnsdale and 
Walker) pointed out that FGC projects are often focused on child welfare protection 
(60%) and youth justice (58%), which are also involuntary forms of care.
Applying FGC to older adults, a target group very different from children and their 
families, might show some differences with the application in child care. Older adults 
often have different future perspectives, and deal with different problems than 
young children and their families. Additionally, the care context for older adults is 
predominantly based on voluntary care provision and practical solutions.  
Family Group Conferencing in care for older adults
In elderly care, FGC has worldwide only sporadically been applied (Daybreak 
Bluebird, 2010; Malmberg-Heimonen, 2011), and to the best of our knowledge, 
nothing has been published in the primary literature on FGC for older adults. We 
started a research and implementation project in 2010, initiated by the Wise Older 
Women (WOW), a Dutch action group of women aged over 55 which has been 
defending the rights of women aged 50+ since 198112. The goal of the study was to 
evaluate the process and outcomes of forty FGCs for older adults in the Netherlands. 
However, referral numbers turned out to be low and we decided to broaden the 
focus of our research to find out which factors influenced the attitudes of social 
workers in elderly care towards FGC for their clients. Social workers are important 
in informing their clients about the possibility to organize a FGC, which makes 
them an important stakeholder group. The central question of this article is: Which 
factors explain the low referral of older adults to FGC? We start with an overview of 
international research concerning social workers’ motives to deploy FGCs.
12 www.wouw-amsterdam.nl, visited on 16 November 2011
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The struggles of implementing Family Group Conferencing
Previous research in the field of child care provided evidence of the difficulty to 
implement FGC (e.g. Adams and Chandler, 2004; Holland et al. 2005; Holland and 
O’Neill, 2006; Lupton and Nixon, 1999; Marsh and Crow, 1998; Merkel-Holguin, 2004; 
Sundell and Vinnerljung, 2004; Berzin et al., 2007). The role of social workers and their 
attitude appears to be crucial in determining the extent to which the model was 
used in practice (Sundell, 2000). Here we present an overview of the most common 
stimulating and inhibiting factors in the attitudes of social workers. 
Mirsky (2003) reports that, in the UK, social service providers were very positive 
about FGC because it gives them a way to use their expertise in focusing on people’s 
strengths instead of their weaknesses. In a literature review, Barnsdale and Walker 
(2007) state that hearing about previous (positive) FGC experiences stimulates the 
use of FGC. However, social workers first need to have such a positive experience, and 
many factors discourage them from making their first referral.
Despite their positive attitudes towards the ideas underlying FGC, social workers 
report many obstacles in the actual use. In a comparative study in Denmark and 
the UK, Sundell et al. (2001) found that over an 18-month period, only 42 percent 
of the social workers had initiated at least one FGC. Similar results can be found in 
other pilot projects, several authors (e.g. Barnsdale and Walker, 2007; Sundell 2000 
in Brown, 2003; Berzin et al., 2008) note that social workers are typically reluctant 
to refer. Brown (2003) suggests ‘[…] that the “hearts and minds” of professionals 
have not yet been won in relation to the model and its core values’ (Brown, 2003: 338). 
Other commonly found inhibiting factors in child care are: the fear of losing control 
over the situation (Barnsdale and Walker, 2007; Crampton, 2007; Wilcox et al., 1993; 
Jackson and Morris, 1999; Mirsky, 2003; Sundell et al., 2001); the idea that FGC is 
incompatible with regular processes (Barnsdale and Walker, 2007; Nixon, 2003 in 
Straub, 2008); a lack of support from the organization (Barnsdale and Walker, 2007; 
Crampton, 2007); a lack of trust in the capacities of social networks (ibid.); and the 
fact that social workers feel they should monitor the FGC plan but are not allowed to 
do so (Barnsdale and Walker, 2007; Berzin et al., 2008). 
Furthermore, clients have their own inhibitions. In their literature review, Barnsdale 
and Walker (2007) found that families frequently decided to not participate in FGC 
programs. Crampton (2007) found that reasons for clients to decline the FGC offer 
were: not having a social network, not trusting their social network, or not wanting to 
share their problems with anyone. 
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In elderly care, the UK based Daybreak Bluebird project, focused on the field of 
elderly abuse, showed some inhibiting factors in the implementation of FGC that 
were not found in child care. First, the preparation phase often resulted in the social 
network taking action without a FGC having to take place. The researchers also 
detected reasons for older adults to not engage in FGC, such as older adults changing 
their minds, and family members being unwilling to engage (Daybreak bluebird, 
2010). Still, with the aging and individualisation of the Dutch society, and the 
transition towards a participation society, older adults might increasingly be faced 
with loneliness and unanswered care questions. FGC has great potential to offer a 
solution for these problems, if social workers as key persons in the implementation 
indeed offer it to their clients. In this article, we provide insight in the factors which 
specifically determine the opinions of social workers about FGC for their older clients.
METHODOLOGY
To investigate the attitudes of social workers concerning FGC in elderly care, we 
conducted exploratory research (Lincoln and Guba, 1985). We knew little about these 
attitudes, besides the fact that they barely referred their clients for a FGC. To find 
explanations we used a phased design, adhering to the constant comparison method 
(Glaser, 1965), starting off with the implementation phase to inform social workers 
and older adults about FGC, followed by the second phase in which we used a survey 
to get a more general idea of social workers’ views on FGC for older adults. The third 
and most important phase involved a qualitative study to further discuss the themes 
that appeared from the survey (See figure 2). 
115Chapter 5
Phase 1: implementation
Informing social workers 
about FGC
n=106
Social work organizations, care providers, welfare organiza-
tions, general practitioners, community work organizations
Phase 2: orientation
Survey among 106 social 
workers
n=36 (item non-response = 9)
Mostly elderly advisors, case managers and counselors
Phase 3: qualitative study
3 group interviews
5 individual interviews
Group interviews: n=12
7 elderly-advisors, 2 general social workers, 1 informal care 
consultant, 1 manager of a district post for older adults, 
1 empolyee of a ‘home of the neighbourhood’
Individual interviews: n=5
4 social workers in the process of a FGC for an older adult
1 district manager of the FGC foundation
Figure 2. Flowchart depicting phased exploratory research design
Phase 1: Implementation
In the implementation phase, we informed 106 social workers in elderly care about 
FGC. We approached almost every organization in Amsterdam providing care for 
community-dwelling older adults, and most of them invited us to organize an 
information meeting. During these meetings, we also explained the research process, 
verbally and through a written hand-out, and asked whether we could approach the 
attendants to participate. 106 social workers gave their verbal informed consent.
Phase 2: Orientation
During the implementation phase, low referral rates and reactions during the 
information meetings indicated that social workers experienced some difficulties 
working with FGC. To acquire a general idea about the reasons for this, we set out an 
Internet based survey among the 106 social workers we informed. We invited them 
via e-mail and repeated the invitation three times.  Of the 106 approached social 
workers, 36 replied, making the response rate 34 percent. Most of them were elderly-
advisors, the other respondents had a variety of different job titles such as case 
managers, mentors or counsellors
The goal of the survey was to be able to direct the focus group topics towards the 
most interesting subjects that came up in the survey. There was some item non-
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response, each question was answered by 25-30 of the respondents. We designed the 
survey in close collaboration with the WOW and the Dutch FGC foundation, relying 
on our combined experiences. We tested the survey during one of the information 
meetings, so we could monitor the time investment and acquire immediate verbal 
feedback. The survey contained 27 closed questions. The first set of questions 
concerned social workers’ general views on FGC, their views on FGC for older adults, 
how often they expected to apply it, and how they expected their clients to respond. 
Additionally, the respondents could indicate to what extent they agreed with a 
number of statements on a Likert scale. These statements included, for instance, how 
they assessed their clients and who they felt should be responsible for making a plan.
Phase 3: Qualitative study
The qualitative study in phase three consisted of focus group sessions and individual 
interviews. We recruited the participants of the focus group sessions by adding 
a question in the survey concerning participation in a focus group session. 18 
respondents agreed, but due to busy schedules we could only organize three focus 
group sessions with 12 of them. The respondents all worked with older adults, but 
had different job titles. We divided the respondents into three different groups, as 
presented in Table 1. 
Focus groups Specific topics General topics
1) Social workers with 
experience with FGC 
for older adults (n=4)
Experiences with FGC for older adults 
(i.e. referral, their own role, process, and 
outcomes) and stimulating and inhibiting 
factors they experienced
If and how a FGC could help 
older adults regain their self-
mastery; when to (not) propose 
an FGC; cooperation with and 
within the social network, with 
and without FGC; and the role 
of the social worker in the FGC 
process
2) Social workers 
without experience 
with FGC for older 
adults (n=3)
General opinions about FGC, their 
expectations of FGC for older adults, and 
stimulating and inhibiting factors they 
expected or experienced in offering FGC 
to their older clients
3) A mixed group 
of social workers 
with and without 
experience with FGC 
for older adults (n=5)
Statements for instance: ‘Older adults 
are afraid to lose their social contacts 
by asking them for help’; ‘older adults 
prefer support from their loved ones over 
professional support’; ‘I [social worker] 
want to have tried everything else before 
suggesting an FGC’; and ‘the, often small, 
social network of older adults is already 
overburdened so professional support is 
important’.
Table 1. Composition and topics focus group sessions
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In the first two groups we mainly discussed experiences with, and expectations of 
the use of FGC for older adults. In the third group, we further deliberated the results, 
by discussing leading statements we derived from the survey and the first two focus 
groups, to stimulate debate. A semi-structured framework was used to moderate the 
focus group discussions. This framework and the statements allowed the moderator 
to facilitate a focused, conversational communication between the respondents. The 
focus group sessions were moderated by the project leader, who has a background 
in anthropology and has moderated many focus group sessions for a research center 
focused on policy advice. The principal researcher was present for observation and 
support. The focus group sessions lasted approximately 1½ hours, took place at the 
research center, and were tape-recorded and transcribed. 
Individual interviews
In addition to the focus group sessions, we conducted semi-structured individual 
interviews with four social workers who were at that moment involved in an ongoing 
FGC, to hear about their current experiences and how these experiences influenced 
their general opinion about FGC for older adults. Interview topics were: current FGC 
experience, own role during FGC, promoting and inhibiting factors, general views on 
FGC, and situations in which they would (not) propose FGC.
We also interviewed the regional manager of the Dutch FGC foundation13. This 
interview focused on her overall experiences with FGC for older adults. She had 
contact with the social workers, the families, and the coordinators of all the older 
adults that were referred, or referred themselves, for a FGC. She was able to compare 
the situations with each other, and with child care situations. The topics were: general 
view on FGC for older adults, reasons for older adults to (not) organize a FGC, and to 
(not) go through with it after referral, differences and similarities between elderly-
care and child care, and expectations concerning the future of FGC for older adults.
Analysis
Because of the small amount of returned surveys, we could carry out a simple 
analysis using the analysis tool incorporated in the survey website to detect some 
general themes that could guide the focus group sessions. The transcripts of the 
focus group sessions and individual interviews were analyzed using MaxQda10. We 
started with open coding, letting themes emerge from the material in an inductive 
way. We used the semi-structured framework which guided the focus group sessions 
to organize the codes (axial coding) into overarching concepts (selective coding), 
transitioning towards a more thematic approach. We then applied the same themes 
13 The regional manager receives FGC referrals from a certain region, in this case Amsterdam, and matches 
them with a suitable coordinator.
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to the individual interviews to compare the content of the interviews and the focus 
group sessions with each other and find additional explanations. 
Quality procedures
Various strategies were undertaken to ensure the trustworthiness of the research 
(Shenton, 2004). By dividing the data gathering process into two phases, we were 
able to determine the credibility of our findings. We could use the survey results 
(phase two) as input for the first two focus group sessions (phase three), the results of 
which we could deepen during the third focus group session. Finally, the individual 
interviews provided us with the views of social workers with recent FGC experiences, 
and we could compare their views with those of the focus group respondents 
without such experience. The interview with the regional manager provided a more 
general image of the application of FGC for older adults. Internal reliability was 
ensured by discussing (preliminary) findings within the research team, consisting 
of the first author and main researcher, a co-researcher, the project leader, and the 
PhD supervisor. The team-expertise lies in long term and thorough involvement in 
the research process, theoretical knowledge concerning older adults and FGC, and 
long term experience with qualitative research, and/or gerontology. Coding was 
an iterative process, during which the author team discussed the analysis of the 
transcripts until agreement was reached. Furthermore, the credibility of the findings 
was tested by comparing them to previous relevant research findings concerning the 
implementation of FGC, with a focus on social workers’ views. 
FINDINGS
Survey results
In this section, we present the themes we derived from the survey results. Most 
survey respondents, 30 out of 36, had no active experience with FGC for older 
adults, so they could only express expectations. Those expectations were especially 
interesting to us since social workers base their decision to work with FGCs for older 
adults on them.
To begin with, 23 out of 30 respondents were moderately to very positive about FGC 
in general, and 19 out of 30 were moderately to very positive about FGC for older 
adults. However, these answers were nuanced with their idea that other methods 
might be just as good or even better (see Table 2). 
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N Strongly 
disagree
Disagree Don’t 
disagree/ 
don’t 
agree
Agree Strongly 
agree
I think there are equally 
good or better methods, 
besides FGC, to help older 
adults retain control over 
their situation.
27 0 1 7 17 2
It is better when an older 
adult and his/ her social 
network make a plan, as 
opposed to a social worker 
doing so.
25 1 3 7 12 2
Table 2. Survey statements
Furthermore, Table 2 shows that most respondents acknowledge that older adults 
should be enabled to make their own plan, with the assistance of their social 
network. Yet, Table 3 shows that 19 out of 29 respondents would only introduce FGC 
to 0-25 percent of their caseload. 
N 75-100% 50-75% 25-50% 5-25% Less than 
5%
I would introduce FGC to 
...% of my caseload
29 1 4 5 8 11
Table 3. Percentage of caseload respondents would offer FGC to
 
The low numbers might have to do with our respondents’ low expectations 
concerning actual referral numbers: 23 out of 29 respondents expected that only one 
or two of their clients would be open to FGC. So, the survey results indicated that 
our respondents had a positive attitude towards FGC, but low inclinations to actually 
introduce it to their older clients, and low expectations of their clients’ openness to 
FGC. We had the chance to further discuss these discrepancies in the focus group 
sessions. 
Results focus group sessions
In this section we first discuss promoting factors for the implementation of FGC 
in elderly care, as mentioned by the focus group participants. Next, we discuss 
inhibiting factors, divided into: 1) social workers’ inhibitions and 2) social workers’ 
ideas concerning their clients’ inhibitions.  
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Factors promoting FGC implementation in elderly care
In line with the survey, participants were positive about FGC as such and mentioned 
several expected or experienced beneficial outcomes. They recognised, for instance, 
that FGC can help setting up a more solid social network. By meeting up and making 
a plan, it was expected that older people and their families would become closer 
and support each other in carrying out the plan. Also, the participants expected co-
ownership of the problem and of possible solutions. An elderly advisor explained:
‘[…] that worries become shared worries. And I think that makes her [my client] stronger 
and able to stay in control’. (Elderly-advisor, involved in FGC)
The participants also appreciated the idea that the FGC coordinator puts energy 
into including and activating a broader social network.  The participants themselves 
usually did include the older person’s children, but the coordinator would have 
the time to also approach friends, neighbors, old colleagues etc. One of the social 
workers mentioned this might save her time:
‘Because it involves a lot of organizing and I rather give that part away to someone 
who has more time for it.’ (FG 3, social worker with FGC experience)
In addition, some participants expected FGC to provide extra information, especially 
in hearing other perspectives and seeing interactions within the social network:
‘You only hear your own client’s story and suddenly you see the other side of the story. You 
see, for instance, that the ex-husband isn’t such a big bastard and that the evil mother 
in law is present at the FGC and willing to participate!’ (FG 3, social worker with FGC 
experience)
The focus group participants had varying opinions concerning situations in which 
FGC would be suitable, but most agreed that FGC could be appropriate for clients 
with complex problems who can still rely on a social network with enough capital. In 
one of the individual interviews, a social worker expressed a similar line of thought 
when explaining when he would think about offering FGC to a client:
 ‘…when a client says: I cannot cope anymore, there are too many things going on, too 
many questions for social work and I cannot deal with it. Then, we ask: is there maybe 
someone, a partner, children or contacts from long ago? Who can we involve in your 
situation? Which people or contacts do you have?’  (Elderly-advisor, involved in FGC)
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Social workers’ inhibitions towards FGC
The main personal inhibitions participants talked about were: their doubts about the 
added value of FGC, their lack of trust in the capacities of social network members, 
and their idea that their clients’ problems are either too small or too complex for a 
FGC.
Added value...?
As in the survey, the focus group participants were not sure about FGC’s added value. 
An important reason is that they already work with their clients’ social networks. 
‘Because it is self-evident in the work of an elderly-advisor. We check: what about the 
social network? Who are the contacts? So we do it ourselves’. (FG 1, FGC experience)
The participants explained that contacting the family is already part of the social 
worker’s job, especially in the field of elderly care. Moreover, they expressed that 
they particularly enjoyed this aspect of their work and that it was one of their major 
skills. Participants could not think of reasons to hand over family contact to someone 
else, such as a FGC coordinator. Some of our respondents expressed the underlying 
feeling that they were blamed for not including their clients’ social network, and just 
focussing on solving the problem. 
‘To me it was a shame that it was presented rather black-and-white. Like: social work is 
busy solving problems and they don’t look at the social network. All the social workers 
withdrew because they thought: that’s not how it is!’ (FG 2, no FGC experience)
Can I trust the social network…?
Participants did not easily admit it, but some of them mentioned finding it hard to 
trust the social network. They more easily said this about their colleagues than about 
themselves: 
‘I think [social workers] maybe think: we are the professionals, we can do it better than 
a social network. That is part of the resistance’. (FG 3, social worker without FGC 
experience)
Some of them spoke from experience, complaining about family members who failed 
to live up to their promises. They admitted to having the feeling that social workers 
were better able to make a functional plan and subsequently carry it out than the 
social network might be: 
‘Sometimes the social network says they will do it, but they don’t. It can be a tiring process. 
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And that’s why I’m scared. And if I arrange it with professionals, I can count on them to do 
as they say’. (FG 3, social worker without FGC experience)
Such negative experiences concerning the reliability of social network members 
seems to result in a fear that a seemingly excellent FGC plan will soon be abandoned, 
leaving the social worker to clean up the mess. 
Not for this client...
The survey respondents would offer FGC to a very small percentage of the clients in 
their caseloads. The same can be said about the focus group participants, who had 
the feeling that FGC was unsuitable for most of their clients. One social worker even 
mentioned 90 percent of his cases to be unsuitable. One often mentioned reason was 
that an active social network already existed: 
‘I didn’t immediately think about a FGC because action was already taken by the social 
network’. (FG 1, FGC experience)
The respondents also felt that well-functioning social networks can cope without 
FGC, and dysfunctional networks were dysfunctional for a reason and would 
probably not be ready or able to make and carry out their own FGC plan. In the same 
line of reasoning, they felt that: 
‘For simple problems it’s unnecessary, but in complex situations it’s difficult to get 
something out of it’ (FG 2, no FGC experience)
The margin concerning the suitable network size and problem complexity for 
FGC seems rather narrow, from the perspective of our respondents. Some of the 
respondents reflected on their own role in offering FGC to their clients and realised 
they were not sure which the right considerations were.
Social network active but overburdened...?
Participants emphasised that in complex cases they were afraid the already 
overburdened social network would collapse: 
‘I find that difficult, because I call on the informal care givers and I say: deal with your own 
problems...of course, that’s not what I do but that’s how it feels. I place it back on their 
shoulders.’ (FG 2, no FGC experience)
Participants explained that in many cases the call for help comes from informal care 
givers who are close to becoming, or already are, overburdened. The care for older 
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adults is relatively long term and might intensify over the years, if the older person’s 
mental and physical health deteriorates. When problems become more serious and 
informal care givers ask for professional help, social workers seem reluctant to give 
the responsibility for the problem and the solution back to them by proposing a FGC; 
this might add to the pressure on the social network.
Social workers’ ideas on their clients’ inhibitions
Concerning their clients, the participants saw (or expected) the following inhibitions 
with respect to FGC: their clients were not easily motivated for FGC, they were afraid 
to lose instead of gain mastery, they would only go along with FGC if all their children 
would attend, and they preferred professional over informal support.
Motivating clients...?
While most focus group participants were hesitant, some of them were convinced of 
FGC’s possibilities for older adults and tried to offer it to their clients. Yet, motivating 
them appeared to be a struggle. Some of the respondents with FGC experience were 
disappointed because older adults had on some occasions signed up for FGC but 
dropped out:
‘You start to wonder: what is the reason? Is it me, do I not give the right information?  
Or is it the vision of the family and the client? What do we need to do to sustain it?  
(FG 1, FGC experience)
Participants with FGC experience in child care noticed that children often have a 
larger social network to rely on than older adults. Also, because children still have 
their lives ahead of them, their social networks seem to be very inclined to help 
them. The participants expected older adults’ social contacts to be less motivated 
to put energy in improving the older adults’ situation, and thus to be less open to 
participating in a FGC. Lastly, it was expected that older adults themselves would be 
less open to new things, since they might have little energy and feel as if they are in 
their ‘last days’.
‘Besides, I think for older adults […] they are mostly in their third phase in life. They’re 
happy with what they’ve got. So […] they don’t see the point: why would I do it?’  
(FG 1, FGC experience)
More mastery, or…less?
Some focus group participants noticed that, to their clients, sharing their problems 
seemed to mean admitting to their increasing dependency: 
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‘It’s hard for them that they […] have to open up and...tell the outside world […] that they 
need something from them.’ (FG 2, no FGC experience)
One of the interviewees mentioned that older adults might associate involving other 
people, especially adult children, with losing mastery over the situation, instead of 
gaining it: 
‘I notice that many older adults want to stay in control until the end. Even if it’s no longer 
possible. But control for them means: to do everything themselves and not ask for help.’ 
(Elderly-advisor, involved in FGC)
The regional manager of the Dutch FGC foundation emphasized that older adults 
often have a social network consisting of just their children, who are worried and 
want their parents to be safe and healthy, and tend to overrule their parents’ wishes. 
She even mentioned some cases in which adult children insisted on other solutions 
than FGC: 
‘[…] because of the FGC, children are alarmed in the direction of: something is wrong 
with our mother or father, we need to do something with it! […] you see that children take 
over control!’ (Regional manager FGC foundation)
So, both the focus group participants and the interviewees were concerned that, 
while they would propose FGC to strengthen the older adult’s self-mastery, it might 
contrastingly lead to a weakened sense of control and mastery. 
Not without my daughter
According to the focus group participants, older adults tend to attach great 
importance to their children’s opinion and presence when they organize a FGC, 
despite the fear they will take over control. The preparations stop when children 
refuse to participate: 
‘Three daughters were involved. Later, a fourth one entered the situation. She didn’t think 
we should refer her mother for a FGC, so it didn’t happen.’ (FG 1, FGC experience)
The regional manager of the FGC foundation described this as typical for older adults 
and their children: 
‘Actually, with older adults we see that children say: “well, I’m not sure if I want that [FGC]”. 
We don’t see that anywhere else’. (Regional manager FGC foundation)
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One of the interviewees further explained that adult children sometimes had 
different opinions concerning what needed to be done, which also sometimes 
caused the preparations for the FGC to be terminated. This especially seemed to 
happen if one child was closely involved and the other observed from a distance. 
‘I supposed there were clear differences in how [the adult children] thought about the 
situation. I sensed that very strongly.’ (Elderly-advisor, involved in FGC)
Rather a professional
Another inhibition the focus group participants mentioned was that older 
adults typically do not want to burden their social network. Older adults, the 
participants explained, value the relationships they have and fear they will lose 
their social contacts by overburdening them. Instead, some participants stated, 
older adults would rather receive professional help. This has been the custom since 
the construction of the welfare state in the Netherlands, and according to our 
respondents, older adults more easily rely on professionals who are paid for it, than 
expect voluntary help from their children. 
‘I asked her several times: maybe your daughter could do the administration? And 
somebody else could do the taxes? But she was very determined: no, I would very much 
like you to continue doing that’.  (FG 3, no FGC experience)
DISCUSSION
We found our respondents to be positive about FGC in general, but hesitant about 
referring their older clients. The most notable reasons were: they already work with 
their clients’ social networks, they show a lack of trust in the capacities of social 
networks, and they wonder how they can motivate their clients. They also report that 
their clients seem to fear losing control and self-mastery because of FGC, and that they 
do not want to burden their social network. When we contrast these findings with 
the findings about social workers’ attitudes in the field of child care, we can find some 
indications why implementing FGC is more difficult in elderly care than in child care. 
Comparison between FGC in child care and elderly care
The advantages and limitations reported by social workers in child care (e.g. Mirsky, 
2003; Barnsdale and Walker, 2007; Sundell et al., 2001), are roughly the same as the 
ones we found in elderly care. However, besides these similarities some important 
differences can be found when it comes to 1) the care context, 2) the role of social 
workers in child care and elderly care, and 3) future perspectives. 
126 Independence or interdependence
We start with the first difference, the care context. FGC in child care is mostly 
deployed in crisis situations, when children are threatened to be placed under 
court custody. Under such precarious circumstances, parents will be inclined to 
try everything in their power to prevent this, including FGC. Social workers can 
use the threat of court custody as a leverage to overcome the family’s hesitations 
towards FGC. Furthermore, FGC in Dutch child care is since recently supported by 
a legal mandate which gives citizens the right to make their own plan - possibly by 
organizing a FGC - and child care managers actively stimulate the use of FGC. These 
conditions have been acknowledged to have a positive effect on the number of 
clients referred (Rauktis et al., 2010; Crampton, 2007). In elderly care, these conditions 
and means of coercion are absent. Social workers are typically involved to help with 
smaller issues, such as managing the finances or arranging home care, mostly on 
a voluntary basis. In such cases, organizing a FGC seems to be excessive. In more 
complex cases, social workers lack the coercive means to convince their older clients 
to organize a FGC, there is no legal mandate, and elderly care managers are not 
actively stimulating FGC. 
The second difference has to do with the role of social workers in child care and 
elderly care. When child care comes with coercive measures, social workers are 
seen as ‘the enemy’. In such cases, families often do not trust their child care worker, 
which makes informal care a welcome alternative. The relationship between older 
adults and their social worker is typically more positive. Older adults seem to be 
comfortable with the professional care they receive since it feels reciprocal (social 
workers get paid for their work), and relieves them of the obligation to burden their – 
often limited – social network.  Situations in which older adults feel forced to ask their 
social network for help seem to make them feel more dependent and decrease their 
experienced self-mastery. Hence, for older adults, the FGC may feel like the ultimate 
loss of self-mastery since they have to share their vulnerabilities with, in most cases, 
their children, who become worried and take over control to ensure their parents’ 
safety. Older adults’ fear of this result seems to make them reject the FGC model. 
The third difference seems to be related to perspectives on the future. A child will 
become increasingly independent, and child care is predominantly focused on 
development and improvement. In child care, the motivation of families and social 
workers to change things for the better to ensure a sustainable future for the children 
involved seems to be evident (Jong et al., 2014), and FGC might help to achieve this 
goal. Contrastingly, older adults are likely to become more dependent, and social 
work is typically focused on keeping the situation stable and sustainable. For older 
adults, FGC could help making their lives slightly more pleasant, but it cannot reverse 
the process of getting older and becoming more frail. This might cause older adults 
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to experience a lack of urgency when it comes to making a plan, and thus to be less 
receptive to FGC. 
Believing in FGC
When it comes to the implementation of FGC in elderly care in the Netherlands, 
it is mostly up to the social workers’ discretion whether they inform their clients 
about FGC. Under the current circumstances many of them will not do so, or not 
convincingly, because they seem to lack a belief in the model. This skepticism might 
partly be justified since it is based on social workers’ extensive experience with the 
target group. Their experience tells them that FGC is not suitable for a large part of 
their caseloads because their clients’ problems are either too simple or too complex, 
and social networks are either already active or too small and incapable. In the cases 
they do judge as suitable, older adults often cannot be motivated or drop out of the 
FGC process. Despite this lack of belief in FGC, social workers do find their own ways 
to include their clients’ social networks and motivate them to make their own plans.
Still, the lack of belief in the merits of FGC might also partly be unjustified. To begin 
with, it seems to be caused by a lack of experience with FGC, which leaves many 
question marks and uncertainties. If social workers are expected to incorporate FGC 
in their repertoire, they need more guidance in when, how and to whom to offer 
it. Due to the lack of experience with FGC for older adults, clear answers cannot be 
offered yet, but the FGC foundation and social workers could experiment with this 
together. This could also have a positive influence on the second reason why social 
workers a skeptical: the feeling that they are implicitly being criticised about not 
including the social network, and leaving no room for their clients’ self-mastery and 
empowerment. The FGC foundation presents FGC as a model ‘owned’ by the client 
and his social network. While this is indeed a crucial aspect of FGC, to social workers 
it feels like ‘us’ against ‘them’. A more inclusive approach, in which social workers and 
the FGC foundation were to work together, might change this feeling. Participatory 
Action based Research (PAR) (Cornwall and Jewkes, 1995; White et al., 2004) might be 
a good way to further experiment with FGC in elderly care and determine in which 
situations FGCs can have a positive influence.  
It might also be interesting to experiment with ways to overcome older adults’ 
reluctance towards FGC, for instance by making alterations to the FGC model by 
shifting the focus to neighborhood networks and focusing more on reciprocity. 
Additionally, other ways in which older adults can strengthen their self-mastery 
and social network may be worth looking at. An interesting example is the USA-
originated Village model, which is more focused on neighborhood networks than 
on family networks. This might be more appealing to older adults, since it limits 
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their dependence on their family network and on professional care givers while it 
strengthens neighborhood ties and creates opportunities for reciprocity.
Strengths and weaknesses of the study
The phased design of this study made it possible to gather information from different 
sources in different ways. Each step formed the basis for the next, and resulted in 
more in-depth information. However, in this part of the study we merely focused on 
social workers, not including the views of older adults themselves. We did include 
these views in our overarching research, the results of which we will present in a 
separate article. 
Due to the novelty of FGC for older adults, we had to restrict our research to this 
rather small group of social workers who worked with older adults, and were 
informed about FGC. Despite numerous reminders and previous face-to-face contact, 
the group of actual respondents was even smaller. This result is in itself interesting: 
the low response rate indicates the small extent to which social workers have FGC in 
their repertoire.
CONCLUSION
Our findings indicate that implementing FGC in elderly care is a complicated and 
slow process. This was also the case when FGC was introduced in child care settings 
(i.e. Barnsdale and Walker, 2007). However, there are important differences when 
it comes to its implementation in elderly care, as we reported in this article. Most 
importantly, differences between the context of child care and elderly care have to 
be taken into account, if FGC is to be deployed for older adults in the future. We have 
seen that FGCs in child care are mostly a last resort to prevent court custody, and 
the social worker is seen as ‘the enemy’. For older adults a FGC is often less urgent 
and more voluntary, and the social worker is seen as friendly and helpful. These 
characteristics make FGC less appealing for both social workers and older adults than 
is the case in child care. 
A logical response might be to dismiss FGC for older adults. After all, it urges 
already overburdened informal care givers to find their own solutions; and it urges 
older adults to trust and open up to their social networks instead of receiving the 
professional care they are comfortable with. However, considering the current 
welfare state transition in many Western countries, the decline of state income and 
the inherent budget cuts, citizens can no longer rely to such extent on the welfare 
state. FGC might be one of the ways to facilitate both social workers and their clients 
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in making this transition. However, to be able to actually incorporate FGC in their 
repertoire, social workers need to feel more secure in informing their clients about 
FGC, and motivating them to try it. Additionally, this needs to be a joined process 
between social workers and the FGC foundation.
It might also be interesting to experiment with ways to overcome older adults’ 
reluctance towards FGC, for instance by making alterations to the FGC model or 
looking at other ways in which older adults can strengthen their self-mastery and 
social network which might be more appealing to older adults. Important aspects 
would be a limited dependence on family networks and a focus on reciprocity.
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ABSTRACT
Family Group Conferencing (FGC) is mainly used in child care to enable people and 
their social networks to make their own ‘care’ plan. It has been introduced in Dutch 
elderly care in the period of 2010-2012. We researched the FGC processes of eight 
older adults to identify factors which might explain a positive or negative outcome. 
We conducted a total of 28 interviews: with each older adult (before and after the 
FGC), with social network members and with social workers. For the data analysis, we 
used Arlie Hochschild’s feeling and framing rules, and Evelien Tonkens’ application of 
citizenship regimes to Hochschild’s theory. We found that, if the various stakeholders 
live by different feeling and framing rules, this might explain negative FGC outcomes. 
Contrastingly, the outcomes might be positive when feeling and framing rules 
of the older adult and his social network are similar, and also match with policy 
expectations.  
Keywords: Family Group Conferencing, older adults, feeling and framing rules, 
citizenship regimes
INTRODUCTION
The past decade, a transformation has taken place in the Netherlands, as in other 
industrialized Western countries, from a welfare state to a participatory society (e.g. 
Korpi & Palme, 2003; Pavolini & Ranci, 2008). State-provided care has become less 
obvious and the focus has shifted to creating an environment in which everyone 
can and should participate as much as possible. The responsibility for being able 
to participate has been placed more with citizens themselves, and less with the 
government. In the Netherlands, this transformation has taken shape in 2007 in the 
Social Support Act, the WMO (Wet Maatschappelijke Ondersteuning). This Act has 
several goals: decentralizing care, organized closer to the citizens; increasing the self-
direction of citizens; and reducing healthcare costs.
Older adults are also expected to ‘age in place’ and organize the care they need in 
their own environment, preferably with their own social network. This WMO goal of 
increasing citizen’s self-mastery and control does seem to answer to the needs of 
older adults, at least when it comes to the desire to age in place (Dale et al., 2012; 
Gillsjö et al., 2011; Campen, 2011). However, research among older adults shows 
that their networks become smaller due to mortality, that they increasingly tend 
to withdraw, and that they decreasingly engage in new social connections (Dale et 
al., 2012). This can be explained with Cumming and Henry’s (1961) disengagement 
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theory, but it might also be related to increasing societal pressure to ‘age successfully’ 
and the tendency of those who feel they cannot live up to that ideal to increasingly 
withdraw (Bell & Menec, 2015). So, older adults appear to be ambivalent concerning 
their needs and expectations concerning arranging support within their social 
network. Additionally, their own capacities, and those of their social networks, seem 
to vary. 
A model that theoretically seems suited to meet older adults’ needs with respect to 
self-mastery and autonomy, and to help involve social network members in a – for 
the older adult – acceptable manner, is the Family Group Conference (FGC). This 
is a decision-making model in which the older adult formulates his14 own central 
question and, together with his social network, develops a plan to address that 
question. The older adult is in charge, the social network members think along and 
professionals can be invited to give information. However, the older adult has the 
last word. The FGC was originally designed in New Zealand for helping children 
and their families. In 2010-2012 the model was implemented in the Netherlands for 
older adults, and our research group studied this process. Together with an action 
group of older women, and the Dutch FGC foundation, we informed professionals 
in elderly care about the possibility to offer FGC to their clients, and we organized 
information sessions for older people. As a result, 34 older adults were referred for a 
FGC and in eight cases a FGC was actually organized. In these cases we noticed that 
the expectations harbored within FGC were not always in line with the expectations 
and possibilities of the older adult and his network. The FGC might fit well within 
a welfare state in which participation and active citizenship are key, but if people 
are not (yet) ready for this, or lack the capacities to handle this, it seems to lead to 
conflict.
A similar phenomenon was recently found in a study on informal care in the 
Netherlands (Tonkens, 2012). For her data-analysis, Tonkens used Hochschild’s 
theory about feeling and framing rules (2008). This theory assumes that people’s 
expectations and the associated feelings are determined by moral, pragmatic and 
historical frameworks. Tonkens’ study showed that when people and their informal 
care givers think differently about the care obligations from the state and from social 
network members, this can result in misunderstandings and disappointments. We 
had the impression that similar processes played a role in the eight FGCs for older 
adults. With the theory of Hochschild and the additions of Tonkens as a starting 
point, we took an in-depth look at the different care expectations of the older adult, 
the social network and the prevailing citizenship regime (for which we will give a 
definition further on). 
14 Throughout this article, the masculine form can also be read as the feminine form.
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FAMILY GROUP CONFERENCING
Family Group Conferencing (FGC) is applied within child care in many Western 
countries, to help organize a well-functioning social network around families 
(e.g. Morris & Connolly, 2012; Sundell & Vinnerljung, 2004; Crampton, 2007). It is 
a decision-making model in which a central figure, along with his social network, 
makes a plan for addressing issues in his life. This plan is created during a single 
meeting organized by a coordinator - an independent citizen who is trained by the 
Dutch FGC foundation15. The coordinator helps the central person to invite his social 
network, formulate his central question and pick a date and time for the meeting. 
Social or medical professionals may be invited to provide information. However, they 
are not in the lead and they leave the room when the plan is made. More detailed 
information about FGC can be found in Cosner Berzin et al. (2008). In Figure 1 the 
various stages of a FGC are shown.
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
In the Netherlands, individuals and families are mostly informed about FGC by 
their social workers, and in some cases people refer themselves. While FGCs are 
mainly applied in child care, the application is increasingly expanding to other 
care fields such as Public Mental Health Care (de Jong & Schout, 2011), social 
isolation, problematic debts and domestic violence (Nixon et al., 1996; Hayden, 
2009; Crampton, 2007; Wright, 2008). For older adults, one other pilot project took 
place in Kent (UK). In this project, which focused on elder abuse (Daybreak Bluebird, 
2010) and ran from 2007-2010, 44 FGCs were organized. The results were mostly 
positive: 98 percent of the plans were found to be safe, and most formal and informal 
participants were positive about the meeting and the outcomes. The positive results 
in Kent, and the promising role FGCs can play in strengthening older adults’ social 
networks, were the reason for us to take a closer look at reasons why the eight Dutch 
FGCs for the older adults appeared to be less successful. To do this, we applied the 
theoretical framework of Arlie Russell Hochschild (2008).
15 The FGC foundation (Eigen Kracht Centrale) is a Dutch foundation which disseminates the FGC vision  
and mission, educates FGC coordinators, and organizes FGCs (www.eigen-kracht.nl).
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Framing rules and citizenship regimes
People have feelings, desires, wishes and expectations. According to Hochschild 
(2008), these emotions are connected to the context in which the individual is living. 
People unconsciously match their emotions with what is clinically, morally, socially 
and contextually expected of them. We are supposed to feel sad at a funeral, happy 
during a wedding and angry during a demonstration. Hochschild sees this as the 
unwritten ‘feeling rules’. Although many feeling rules are universal, the more subtle 
rules are determined by the way people look at the world. According to Hochschild 
these ‘framing rules’ provide a framework for people’s expectations and actions. She 
distinguishes three types of frames. The moral framework depends on the prevailing 
cultural or family values, or professional codes that regulate professionals’ moral 
actions. In their pragmatic framework, people rely on what is feasible and possible. 
The third framework, the historical context, is shaped by what used to be prevalent 
and with which people compare their own situation. The framework through which 
people look at the world, and the unwritten feeling rules that go along with it, co-
determine how people relate to reality. It can make people feel fortunate because 
they do better than others or than could reasonably be expected, but it can also 
cause disappointment.
Especially when the social context is changing, the connection between feeling and 
framing rules and reality might become strained. To better understand this process, 
Tonkens (2012) has supplemented Hochschild’s theory with a dynamic contextual 
component. She argues that people’s ideas and feelings concerning formal and 
informal care are affected by a changing context. She associates this with the concept 
of ‘citizenship regimes’, which she defines as: 
‘The institutional arrangements, rules and understandings, and power relations that 
guide and shape current policy decisions, state expenditures, framing rules, feeling rules 
and claims-making by citizens’ (2012: 201). 
Such institutional arrangements can be both formal (rules and protocols) and 
informal (habits and ideology). The three main citizenship regimes that have 
succeeded each other in the Netherlands in recent decades are 1) the community 
regime, 2) the welfare-recipient regime, and 3) the active citizenship regime 
(Tonkens, 2012). The community regime assumes that communities, and mainly the 
women, must provide for their needy members. Receiving care is a favour, offering it 
is done with pride and joy. In the welfare-recipient regime the focus is on professional 
help. Receiving professional care is a right, and if the quality or quantity of care is 
poor, people are allowed to be upset about it. In the active citizenship regime, which 
currently dominates in many Western societies, citizens are expected to arrange their 
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own care by combining what they can do themselves with the capacities of their 
social network, possibly assisted by formal services. Within the associated framing 
rules it is no longer acceptable to be dependent on the state and people should be 
proud that they can make their own decisions.
Although the current focus is on the active citizenship regime, aspects of the two 
previous regimes can still be found: on state-level in the form of rules and protocols 
and on citizen-level in the form of habits and ideologies. The conflicting feeling and 
framing rules resulting from this mixture of regimes may work prohibitively in the 
FGC process. In Figure 2 we present a schematic overview of the dynamics between 
what people expect, what they are capable of, and what the prevailing citizenship 
regime expects of them.
Citizenship regime
Actions
Expectations
(framing rules)
• of yourself
• of others
Capacities
• of yourself
• of others
Figure 2. Scheme of conflicting expectations
Hochschild’s theory focuses mainly on the left side of the diagram, the differences 
between expectations and framing rules. Tonkens goes a little further by comparing 
people’s framing rules with those of the prevailing citizenship regime, depicted as 
a circle around the expectations and capacities. She takes account of what people, 
rightly or wrongly, expect from the government and from society. We go yet another 
step further by reversing the argument and looking at what the government and 
society expect from the individual – in our case an older adult in a FGC situation. This 
last step is depicted on the right side of the schedule. 
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METHODOLOGY
This article is based on the analysis of the transcripts of interviews with older adults, 
social network members, and social workers, involved in eight separate FGCs. These 
interviews were part of a qualitative study exploring the influence of FGC on the 
relational empowerment of older adults.  We used a case-study design (Stake, 2006), 
studying cases of older adults with diverse characteristics, with FGC as a common 
factor. Our initial goal was to follow forty older adults, but the hesitation of both 
social workers and older adults to become involved with FGC resulted in eight actual 
FGCs during the period of our study. All eight older adults consented in participating 
in the study. We also conducted interviews with social network members (n=4) and 
social workers (n=4) involved in these FGCs. The background characteristics and 
stories of the eight older adults are presented in Table 2. For each FGC, the research 
process was planned as depicted in Figure 3. We aimed at conducting five interviews 
per FGC case. This was not always possible, for example because the FGC had taken 
place before we were informed about it, no social worker was involved, or no social 
network members were available for an interview.
Before the FGC 
interview with:
• older adult
Shortly after the FGC 
    interview with:
       • older adult
    • member social network
 • social worker
Six months after the FGC 
    interview with:
       • older adult
Figure 3. Flowchart research process
During the interviews a semi-structured framework was used (Kvale, 1996). This 
allowed the interviewer (first author) to focus on the main subject, but still have an 
open, two-way conversation. In Table 1, we give an overview of the topics for the 
various interviews.
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Interview Topics
Older adult – first 
interview
Reason to organize FGC, experienced vulnerability/ self-mastery, formal 
and informal support, relationship with care-givers, expectations of FGC
Older adult – second 
interview
FGC experience: decision-making process, plan, experienced 
vulnerability/ self-mastery, interaction with social network/ professionals, 
expectations of plan sustainability
Older adult – third 
interview
Current situation: sustainability of plan, changes in experienced 
vulnerability/ self-mastery, changes in formal and informal relationships/ 
support, general opinion on FGC
Social network and social 
worker
FGC process, plan, own and older adult’s role in FGC, perceptions of FGC 
and its influence on older adult’s self-mastery
Table 1. Overview interview topics
The interviews lasted 60-90 minutes and took place at the home of the older adult/ 
social network member, or at the social work organization. An informed consent 
statement was signed by the older adults and the other respondents gave verbal 
consent. The interviews were recorded and transcribed in full. 
Analysis
We first analyzed the interviews with a focus on processes of relational 
empowerment. The interviews were analyzed using MaxQda10, which is an 
intuitive software program for qualitative data-analysis with useful tools to both 
get an overview of the coded segments and to see the coded segments in their 
context. We used a thematic analysis, to identify and analyze patterns of themes in 
the data (Braun & Clark, 2006). This process entails five phases: 1) closely reading 
the transcripts, 2) generating initial codes, 3) searching for overarching themes, 
4) reconsidering the themes, and 5) confirming and naming the themes. The 
analysis revealed that conflicting expectations seemed to be important factors in 
determining a positive or negative FGC outcome, which led us to Hochschild’s theory 
of feeling and framing rules, and Tonkens’ addition of the influence of a changing 
society. So we re-analyzed the previously coded segments, looking for aspects of the 
three different citizenship regimes, and for possible conflicts. 
Quality procedures
We used various strategies to ensure the trustworthiness of the study (Shenton, 
2004). By conducting interviews with the older adults at three moments in time 
we gathered information concerning the FGC process and the (relatively short 
term) sustainability of the outcomes. Also, we were able to compare the views and 
experiences of the older adults with the stories told by their social network members 
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and social workers. Furthermore, we discussed the (analysis of the) cases with the 
research team, consisting of the first author and main researcher, a co-researcher, the 
project leader, and the PhD supervisor (inter-rater reliability). Their expertise lies in 
long-term involvement in the research project, extensive experience with qualitative 
research, and thorough knowledge of gerontology and relational empowerment in 
old age. We also discussed the results with our group of advisors, consisting of older 
adults, social workers, and FGC coordinators.
FINDINGS
Table 2 contains a description of the characteristics of the eight central persons, their 
social and professional contacts during the FGC, and the outcome of the FGC. We 
used pseudonyms to ensure the privacy of our respondents. 
FGC Characteristics central person Social network FGC outcome
1.
Mrs. De Rooij
Dutch female (70), needs 
support in caring for her 
demented mother
3 sisters, 1 brother, 1 niece, 
2 neighbors, 3 friends, 2 
professionals (12)
No satisfying plan
2. 
Mr. Stapel
Dutch male (65), afraid of ‘black 
hole’ after retirement
2 sisters, 1 ex-brother-in-law, 1 
niece, 2 friends, 2 neighbors, 1 
brother-in-law (9)
Satisfying plan, 
followed through
3. 
Mrs. Alaoui
Moroccan female, needs 
support in caring for her older 
husband who had a stroke
Husband, 1 son, 1 daughter, 2 
nieces, 1 nephew, 1 neighbor, 1 
professional (8)
No satisfying plan
4.
Mrs. Zwartjes
Dutch female (90), needs help 
with her sons with mental, 
financial and addiction 
problems
Husband, 2 daughters + 
1 husband, 1 grandson, 1 
volunteer (6)
No satisfying plan
5.
Mr. Trustfull
Surinamese male (67), financial 
problems
1 daughter, 1 niece, 1 neighbor, 
1 friend, 3 professionals (7)
Satisfying plan, not 
followed through
6. 
Mrs. Braafheid
Surinamese female (85), 
addicted son and mentally ill 
granddaughter cause financial 
problems 
1 son, 2 grandchildren, 1 
professional (4)
No satisfying plan
7.
Mr. Vrolik
Surinamese male (61), financial 
problems
Wife, 1 daughter, 1 nephew, 2 
professionals (5)
Satisfying plan, 
followed through
8. 
Mrs. Eendragt
Surinamese female (70), 
addicted sons and financial 
problems
1 son, 1 granddaughter (2) No satisfying plan
Table 2. Description of FGCs in terms of characteristics of central person, social network and FGC outcome
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The analysis required us to map out the prevailing expectations concerning care 
and support of those involved. We found four different situations: 1) no differences 
in expectations between older adult, social network, and prevailing citizenship 
regime; 2) differences between the framing rules of the older adult and the social 
network, and the prevailing regime; 3) differences between the framing rules of the 
older adult and those of the social network; 4) differences between the expectations 
from the prevailing citizenship regime and the capacities of the individual. Before 
we go into these four types of conflicting expectations, we will first provide a more 
comprehensive picture of the nature of the problems the eight FGCs were focused on.
The nature of the problems
We can identify three kinds of problems in the eight FGCs that we studied: 1) 
problems arising from emotions or lack of skills of the central person himself, 2) 
problems (partly) caused by the people around the central person, or 3) informal care 
problems. 
Emotional problems and lack of skills
In three of the eight conferences, the central person himself played a key role in the 
problems that led to the FGC. Mr. Stapel, for instance, had an emotional problem. 
He was 65 years old, nearing retirement and afraid he would fall into a black hole. 
After the death of his wife, ten years earlier, he lived a secluded life. He was gloomy, 
took little initiative and had even considered to end his life. Next to the church and 
his family, his job provided structure, a social network and a sense of belonging, but 
that would now disappear. He told us: “[...] I can withdraw very easily, I no longer go 
places.” (Int 1). The fear of how the loss of his job would affect his state of mind made 
him agree with his sister’s proposal to organize a FGC. Mr. Stapel experienced the 
problem as his problem about which he, with the help of his social network, could do 
something himself.
The problems of Mr. Trustfull and Mr. Vrolik had to do with lack of capacities. Mr. 
Vrolik had come to the Netherlands from Surinam, without his wife and daughter. 
They were supposed to come after him, but it took longer than expected. He tried to 
understand the Dutch system, but failed to succeed because of his alleged mental 
disability. He created debts, but could not read the letters he received to inform him 
about this. It was clearly a situation which required external support. Mr. Trustfull also 
could not oversee his finances, especially because he had difficulty understanding 
and accepting the Dutch rules and regulations, the ‘whiteman rules’ as he called 
them. He engaged two lawyers and a social worker, who did their best to handle his 
crises. However, for the structural improvement of his situation the social worker 
thought she needed additional support, preferably of his social network.
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Problems caused in part by the social network
In three other conferences the social network played an important role in the cause 
and continuation of the problems. Mrs. Zwartjes had two grown sons who had been 
dealing with homelessness, addiction, imprisonment and psychological problems 
for years. One of her sons had been living in her house for a few years and caused 
much unrest: day and night he would talk, laugh or scold, or he would walk around 
naked in the house or on the streets. One of her daughters said: “My mother is made 
confused by him [indwelling son]. […] So then, my mother does not know what to do 
anymore. Because he has a very strong influence” (Int Soc net). The reason for Mrs. 
Zwartjes to organize the FGC was that she wanted support in caring for her son. She 
found it too hard to show him the door: “Imagine that you have a son yourself. You 
would not throw him into the streets, would you?” (Int 1).However, the son himself did 
not attend the FGC and would not accept professional help. 
Mrs. Braafheid’s situation was similar, she had an indwelling son with an addiction 
and an indwelling granddaughter with (undiagnosed) mental health problems. Both 
seemed to hardly contribute to the household expenses, steal money, and make 
debts in Mrs. Braafheid’s name. Concerned that they would end up on the street, Mrs. 
Braafheid could not find it in her heart to turn them out of the house. This son and 
granddaughter too felt no need to change something about the situation and to be 
present at the FGC.
In Mrs. Eendragt’s situation, one of her sons and his wife suffered from a drug 
addiction, and they had left their children several times with Mrs. Eendragt because 
they could not care for them. Another son was unilaterally paralysed and visited his 
mother whenever he needed something. This, and the care of her granddaughter, 
caused financial problems. Her other children could not support her financially. Her 
social worker was worried about her and she asked for a FGC.
The problems of these three older people were deeply rooted, and had already 
played a role for several generations. They were not so much about age and aging, 
but about the enduring lack of skills, genetic factors and a lack of positive role 
models.
Informal care problems
The other two cases had to do with informal care that had gotten out of hand. Mrs. 
de Rooij cared for her demented mother. Because her mother did not want to end 
up in a nursing home, Mrs. de Rooij took her in her home. Her brother and sisters 
were prepared to help out in case of an emergency, but did not accept structural 
‘babysitting’ tasks. Mrs. de Rooij had enough of this attitude of her siblings and said: 
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“Yes, I always have to whine and beg and then I think: it is your mother too” (Int 1). Mrs. 
de Rooij had signed herself up for a FGC with the aim to activate her family.
The Moroccan Mrs. Alaoui, finally, took care of her elderly husband, who had had a 
stroke. Her social worker had persuaded her to organize a FGC because he saw that 
her own needs always came in second place. She was afraid to leave her husband 
alone because he might go astray and get in an accident. In Moroccan culture the 
woman is expected to care for her husband, and asking for help is seen as forsaking 
your responsibilities. Her social worker explained: “And Mrs. said: I have to take care 
of him, he’s my partner, he’s my husband. And if other people find out that maybe I ... 
yes, I cannot handle it, that’s just, I’m not a good partner” (Int soc work). Like in Mrs. 
De Rooij’s case, Mrs. Alaoui’s social network members did not feel responsible for 
contributing to the improvement of the situation.
Framing rules and citizenship regimes
Now that we have an idea of the nature and variety of the problems in the eight FGC 
cases, we can look at the influence of conflicting expectations on the outcomes of 
the FGCs. In Table 3, we give an overview of possibly conflicting expectations, and 
the FGCs in which such a conflict was going on.
Type of conflict FGC
No conflicting expectations Stapel (2) 
Vrolik (7)
Framing older adult vs. framing social network De Rooij (1) 
Alaoui (3)
Framing older adult and social network vs. current 
citizenship regime
Trustfull (5) 
Alaoui (3)
Citizenship regime vs. capacities central person 
and social network
Zwartjes (4) 
Braafheid (6) 
Eendragt (8)
Table 3. Different sets of conflicting expectations
To show that expectations can also correspond with each other, we will first describe 
two situations in which there were no different expectations, and the FGCs yielded a 
feasible plan. In the other cases it will become clear that the conflicting expectations 
(partly) resulted in no FGC plan at all, or no feasible plan.
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No conflicting expectations
Both Mr. Stapel and his social network employ the framing rules that they are 
responsible for his problems. These framing rules are consistent with each other, 
and with what is expected by the prevailing active citizenship regime. Mr. Stapel’s 
sister suggested the FGC to him, and he himself also felt the strong need to change 
something about his life after his retirement. In discussion with the FGC coordinator 
he formulated a clear main question: how to properly fill my week? He told about his 
own preparations for the FGC:
“[...] I had several things written down, things I wanted to ask the people. [...] The woman 
who was the coordinator said: you don’t have to do that. But I said: yes, but I’ll do it 
anyway. It is for myself. And they are going to talk about me” (Int 2).
In short, he took control of the FGC process and afterwards he was willing and able 
to, supported by his family, take control of his life. After the FGC, his sister gave a 
good example:
 
“Yes, he got the idea [after the EK-c] to go out to eat with us. On his birthday, now that 
he turns sixty-five. What do you say! (laughs) When was the last time he proposed that 
himself? Never!” (Int Soc netw).
Overall, his sister played a crucial role: she introduced the FGC to him, she chaired 
the FGC and felt responsible for implementing the plan. She succeeded because 
her leadership was accepted and because Mr. Stapel himself and the other network 
members agreed with the plan. Because of these corresponding framing rules, and 
the capacities of Mr. Stapel and his network, no conflicts arose and they could create 
a feasible and sustainable plan.
In Mr. Vrolik’s situation too, the framing rules of the different stakeholders were in 
correspondence with each other and with the prevailing active citizenship regime. 
Mr. Vrolik himself had clear ideas, especially about want he did not want to happen: 
that his income would be managed by a professional. He was unable to manage his 
finances himself, but he wanted to find a solution in which he could retain control, 
using his social network. Mr. Vrolik had the motivation but lacked the skills, and the 
necessary support could be provided by his wife and daughter, with his nephew as a 
backup. These three were present at the FGC, in addition to two social workers. The 
nephew played an important role: he informed his uncle about the FGC and assisted 
him during the preparations During the FGC, he made sure that Mr. Vrolik could 
express his wishes and indicate how he would solve the situation and what kind of 
support he needed from his wife, daughter, and nephew.
146 Independence or interdependence
Framing older adult and social network vs. current citizenship regime 
In two other cases there seemed to be a clash between the expectations of the 
central person, and the active citizenship regime. Mr. Trustfull had used a lot of 
professional help and this indicated that he reasoned from the perspective of the 
welfare-recipient regime. He was open to receiving help from his family, but he 
did not expect them to play a structural role. His family members did not take the 
agreements made during the FGC too seriously, and quickly pulled out. They too 
seemed to place the responsibility for the support of Mr. Trustfull predominantly 
on professionals. The collision between the welfare-recipient framing rules of Mr. 
Trustfull and his relatives, and the prevailing active citizenship regime could also be 
seen in the plan that was made. The agreements fit well within the active citizenship 
regime, but were not executed.
In Mrs. Alaoui’s case, we found a similar clash. Mrs. Alaoui had been living in the 
Netherlands long enough to - in part - adapt her framing rules. She knew that her 
husband could receive home care and physical therapy and found that this was 
his right. When it appeared that they had to pay a contribution, which they could 
not afford, she was angry and disappointed. Like Mr. Trustfull, she reasoned form 
a welfare-recipient perspective and expected more from the present system than 
could be expected.
Framing older adult vs. framing social network 
A collision can also occur between the framing rules of the older adult and those 
of his social network. Mrs. de Rooij’s framing rules suited the prevailing active 
citizenship regime, but her family argued from the welfare-recipient regime. Mrs. de 
Rooij wanted to make structural arrangements with her brother and sisters so she 
would not always be in charge of the care for her mother. Before the FGC she had 
little hope that it would change anything in the attitude of her relatives and this fear 
was justified. Mrs. De Rooij’s family maintained the position that their mother would 
be better off in a nursing home, and they did not support the plan. Mrs. de Rooij 
spoke about this emotionally:
“It made me actually mainly, yes, sort of, I’ve never been drunk, but a hangover feeling 
yielded (cries). Yes ... and how come, mostly? Well, because of the anger and the lack of 
responsiveness of the family”. (Int 2)
Despite their willingness to contribute, her neighbors and friends were also not very 
keen on taking on structural tasks. In short, Mrs. de Rooij’s expectations fit well with 
the prevailing active citizenship regime, but the framing rules of her social network fit 
in the welfare-recipient regime. 
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Just like Mrs. de Rooij, Mrs. Alaoui wanted structural arrangements so she would 
not always have to be in charge of the care for her husband. Her attitude towards 
professional help already showed a clash between her welfare-recipient framing rules 
and the active citizenship regime. However, we found a second collision. Towards her 
family she argued from the active citizenship regime. Her family members, however, 
based their views on the community regime rules, which means in Moroccan culture 
that women should care for their partner and that asking for help is hardly accepted. 
This collision caused the lack of a viable FGC plan, and made Mrs. Alaoui feel sad and 
disappointed: “And how does it feel that that [help from family] is not there? What am 
I supposed to feel? What can I do? I feel powerless […]” (Int 2).
Citizenship regime vs. capacities central person and social network
Mrs. Zwartjes, Mrs. Braafheid and Mrs. Eendragt seemed to be have to deal with 
a very different clash. Society expected them, along with their social network, to 
take responsibility for their own problems. However, they failed to meet these 
expectations.
Mrs. Zwartjes wanted someone to care for her indwelling, addicted and mentally 
troubled son. She had already been through a lot of misery with her sons, her 
ex-husband, a granddaughter, and her current husband but they could not find 
a structural solution to their problems. The social worker involved also ran out of 
options, and from a sense of powerlessness suggested a FGC. However, within this 
particular network there was a lack of capacity and understanding of the situation, 
and of insight in ways to handle the responsibility for finding and implementing 
their own solutions. In the last conversation with Mrs. Zwartjes, her desperation 
was terribly clear: “[...] I was so angry at one point, I said to my daughter: I will hit this 
place into smithereens, I’m going mad here…” (Int 3). In this situation we found a clash 
between what was expected within the active citizenship regime, and the skills of 
those involved. Given their history, it seemed to be unrealistic to expect this family to 
independently find a way out of their misery.
Mrs. Braafheid had to deal with an addicted son and a granddaughter with mental 
health problems who lived in her house. She could see that their conduct constituted 
her problems, but she would rather maintain the situation than urge them to leave 
because she was afraid that they would end up on the street. She had her hopes on 
the social worker, but he no longer knew what to do and had therefore suggested a 
FGC. Again, the older adult and her social network did not have the capacity to meet 
the expectations of the active citizen regime. The FGC failed because it was used as 
a last resort, while there was no plausible reason to be confident that the network 
could come up with sustainable solutions.
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For Mrs. Eendragt we can make the same argument. She was charged with the care 
for her eighteen year old granddaughter and her son with hemiplegia, and she had 
already been overburdened for a long time. Social work and medical care had not 
been able to provide sufficient support. The FGC was not very promising in this 
family system and unfortunately did not give a positive spin to the situation.
DISCUSSION
In this article, we looked at the influence of conflicting expectations on the outcome 
of FGC for older adults. We found several: between the older adult and the social 
network, between the older adult and his social network on the one hand and the 
prevailing citizenship regime on the other, and between the prevailing citizenship 
regime and the capacities of the older adult and his social network. In this myriad of 
conflicting expectations a number of aspects stand out.
Citizens may lack a connection with the prevailing citizenship regime
As the theory of Hochschild and Tonkens already hinted on, the changing social 
context seems to influence the success or failure of FGC. In the eight cases, we saw 
that it went wrong when different perspectives, based on different regimes, became 
intertwined. This took the most complex shape in the case of Mrs. Alaoui, where the 
community regime, the welfare-recipient regime and the active citizenship regime 
all got mixed up. An additional complicating factor can be that the expectations 
of prevailing regime do not always correspond exactly to what they can actually 
offer. Even if the welfare-recipient regime would have been dominant, there would 
have been limits to the assistance available, and clients would have had had to pay 
a contribution. Mrs. Alaoui thus assumed a welfare-recipient regime that has never 
existed. 
The prevailing citizenship regime may lack a connection with citizens
Expectations connected with the active citizenship regime do not always seem to 
match the capabilities of older adults and their social network. In three FGC cases the 
older adults and their families had to deal with complex problems due to generational 
poverty (Lewis, 1966). This typically results in being excluded from social structures, 
including paid work, and as a result developing an aversion towards these structures. 
In short, they found no connection with society, and society not with them. 
Social workers may lack a connection with the prevailing regime
It was striking that social workers themselves seemed to suffer from a clash between 
different citizenship regimes. In three of the eight cases the professionals used FGC 
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as a last resort. They had been involved in the situation for a long time and had 
tried everything they could think of. Their attitude of feeling responsible for solving 
their clients’ problems would have fit well in the welfare-recipient regime, and it 
corresponds to the typical need social workers feel to ‘rescue’ people. Starting from 
the possibilities of the people themselves, and their social networks, is not yet in 
their system. However, our research shows that starting a FGC as a last resort is a 
difficult process. At that point, social workers have already raised the expectation that 
they will provide the solution. It appears that an abrupt transition from one regime 
to another, late in the counselling process, causes confusion for both citizens and 
professionals. If professionals would become more conscious of their expectations, 
they would be better able to adjust their working methods and to relate to the 
active citizenship regime. Additionally, awareness of their clients’ expectations would 
enable them to assist in the necessary adjustment of these expectations. 
For individuals with complex problems and damaged networks it seems insufficient 
to just organize a FGC to restore the network. An empowerment process for the 
entire system seems to be necessary, as well as a change in their social conditions. 
This can be labelled as a contextual transformative approach (van Ewijk, 2010), 
which not only focuses on the individual but also on an adaptation of the direct 
context surrounding an individual to help him reach his full potential. In a contextual 
transformative approach in the context of FGC for older adults, three factors appear 
to be important: 1) managing the basic needs (living, finances), 2) stimulating the 
empowerment of the entire social network, and 3) paying close attention to possible 
clashes of the framing rules of the social network and the prevailing citizenship 
regime. This would for instance mean (temporarily) limiting active citizenship 
expectations and trying to strengthen the social network so it can function as a 
safety net. 
CONCLUSION
The results of FGCs for older adults are closely related with the – sometimes 
conflicting - expectations of the various stakeholders, and with the – sometimes 
unrealistic - expectations connected with the prevailing citizenship regime. When the 
expectations of older people and their social networks match, and when they have 
the capacity to find their own solutions, the chances of a feasible FGC plan seem to 
grow. However, several conflicts may occur. Firstly, a conflict between the support 
expectations of older people and of their social networks may arise, particularly when 
older adults expect more from their social network than the network members are 
willing to offer. Second, conflicts may arise between the expectations of the older 
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adult and his social network, and the prevailing regime, if those involved argue 
from the welfare-recipient regime while the active citizenship regime dominates. An 
extra complicating factor is that citizens might have unrealistic images of different 
citizenship regimes, expecting more or different things than might be possible 
within that regime. A third conflict can occur when the active citizenship regime 
expects more skills of older people and their social networks than they can offer. 
These various conflicting expectations might be preventable when older adults, their 
social networks and social workers become more aware of their own expectations 
and those of others. Expectations may need to be adjusted, and a social worker can 
play an important role in assisting in this process. The government also may need 
to adjust its expectations, especially with respect to older people in vulnerable 
situations with complex problems.
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INTRODUCTION
The goal of this dissertation was to find out whether Family Group Conferencing 
(FGC) might be helpful for increasingly dependent older adults. In the introduction 
of this dissertation, I shared the stories about my grandparents and how their lives 
took a turn when they became more dependent on formal and informal care and 
support. In retrospect especially my father’s mother might have benefited from a 
FGC, since she was clear about her wish to not go to a nursing home, but her children 
could not find a way to prevent this from happening. Perhaps if more people had 
been involved, they would have been able to find a better solution. However, there 
might have been obstacles. I can imagine my grandmother not wanting to be the 
center of attention in a FGC. If should would have been willing,  perhaps her children 
would have talked her out of it or she would not even have known it was an option 
because her professional care giver never introduced it to her. Such factors could 
have determined whether my grandmother would have engaged in a FGC, and how 
the FGC process itself would have turned out. In our research, we focused on such 
factors and their influence on FGC process and application. In the previous chapters, 
we presented the research results. In this concluding chapter, we give an overview 
of the research process and outcomes, and of our theoretical development. To begin 
with, we describe the research process, as practice turned out be different than we 
expected and this led us to adapt our research to practical developments. Then, we 
briefly review the research methodology, after which we present our main empirical 
findings. We furthermore evaluate the development of our theoretical framework, 
and connect it to some important societal and political factors which influenced the 
practice we researched. Finally, we provide recommendations for further research, 
and for practice and education.
RESEARCH PROCESS: BROADENING THE FOCUS
We started our study with the plan to analyze FGC processes of forty older adults, 
from the perspectives of the older adults, their social network members and social 
workers. Our central question was the following:
(How) can Family Group Conferencing help older adults to enhance their relational 
empowerment? 
Our goal was to find out whether the WOW’s (Wise Older Women) idea - that FGC 
might be helpful for older adults to retain control over their lives – would indeed 
work out in practice. I personally already had some research experience concerning 
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FGC for people who were threatened with home eviction. That research project, 
which also included implementation for this specific target group, had taught me 
that implementing FGC is a slow and sometimes frustrating process. Typically, social 
workers are not used to working with a model in which they do not take the lead, 
and clients in their turn are not used to have a leading role in their own problem-
solving process. International research results show a similar picture concerning 
the implementation of FGC in child care (Barnsdale and Walker, 2007; Brown, 
2003; Lupton and Nixon, 1999; Merkel-Holguin et al., 2003). So, we expected the 
implementation to take considerable time and effort, and had already limited our 
expectations to – as our research group, the WOW and the Dutch FGC foundation 
then thought – realistic levels. Forty FGCs for older adults in the Amsterdam region 
over a period of two years, it would have to be possible. Especially since we had a 
close collaboration with the WOW women and the Dutch FGC foundation, who had 
extensive and complementary networks in Amsterdam. 
During the first months the FGC foundation received a few referrals concerning 
older adults, and most of them did not result in an actual FGC. Together with the 
FGC foundation and the WOW, we started to invest even more time in informing 
social workers about FGC as an opportunity for older clients, trying to help them 
to overcome their hesitations. At the same time, I started to think about the 
process that we were witnessing. While implementation had also been slow for 
other target groups, questions arose about the particular difficulties related to 
the implementation of FGC for older people. What was so different about older 
adults than other target groups such as children and their families that made them 
especially reluctant towards FGC? Might social workers with a focus on older adults 
also have distinctive characteristics or tasks which caused them to be more hesitant 
than, for example, social workers in child care? I also started to wonder if we had 
missed something in the way we had set up the research and implementation 
process. We had assumed that the WOW members and their peers were more or less 
representative for a larger group of older adults, which led us to assume an openness 
to and need for FGC among older adults. 
These questions became increasingly prominent when FGC referrals kept staying 
behind. After two years, the FGC foundation had received 34 referrals for an FGC 
of which eight had actually led to a plan. This led us to broaden our focus in the 
following, additional, research question:
Which factors - on the level of social workers and of older adults – influence the 
implementation of FGC for older adults?
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To answer both questions, we used a responsive evaluation design (Abma and 
Widdershoven, 2006), including the perspectives of the different stakeholders, which 
all shed their own light on the issue and gave us a more complete, richer view. 
REVIEW OF RESEARCH METHODOLOGY AND PROCESS
In this project, we were active in both introducing FGC in elderly care, and 
researching. Our responsive evaluation design fit well with our aim to use a 
Participatory Action Research approach (PAR) (Cornwall and Jewkes, 1995; White 
et al., 2004; ICPHR, 2013) by including important stakeholders throughout the 
research process and adjusting the FGC model to the needs and wishes of the 
older target group. The stakeholders, with whom we closely cooperated, were two 
WOW members and two employees of the Dutch FGC foundation, who in their 
turn kept their colleagues informed and involved. Both parties were involved from 
the beginning, in writing the initial grant proposal, which resulted in a grant from 
ZonMw (an institute which stimulates health care research and care innovation). 
This meant that we formulated the research goal, the main questions, and the 
methodology together. The WOW members were important in providing us with 
the perspectives of older adults. They indicated what they believed would or would 
not work, for instance that we should not refer to the older adults as ‘vulnerable’ 
since they would not be able to relate to this word. Additionally, we adopted their 
definitions of vulnerability and self-mastery, to adjust our phrasing during the 
interviews to the target group as much as possible. They also assisted in some data 
gathering by moderating focus group sessions, in interpreting the results, and 
they were respondents themselves. The involvement of the Dutch FGC foundation 
was important because they had already acquired extensive information about 
introducing FGC to several target groups. With that information, they tried to find 
the best way to introduce FGC for older adults. So, they were on the one hand active 
in the introduction process, and on the other hand in thinking along about data 
gathering and adjusting the research process to what we encountered in reality. 
Participation is a key principle of PAR and two stakeholder groups were actively 
involved in our research process. Another key principle of PAR is to collaboratively 
learn and improve practices. Such improvement of practice is set up as an iterative 
process of planning, acting and researching/learning, and so on. In retrospect this 
iterative process appeared to be more complicated than expected. First of all, we 
had to translate the FGC model from a child care context to the field of elderly 
care. When we started with our study in Amsterdam, FGC was unknown in elderly 
care. Social workers/ social work organizations and older adults still needed to be 
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informed about the model and the possibility, supported financially by the municipal 
government, of offering FGC to older clients. There was hardly any experience with 
FGC in elderly care, in the Netherlands or elsewhere, so we did not know what would 
happen during the process of introducing FGC in elderly care. As mentioned before, 
we did know that the implementation of FGC within child care in various countries 
had been a slow process, because social workers and citizens were unfamiliar with 
the model and its possible results. To adapt the FGC model to the needs, ideas 
and wishes of older adults and their social workers, we explored the possibility of 
including the professional more during the process, and allowing him or her to stay 
during the private family time. However, the Dutch FGC foundation thought these 
features to be crucial for the effectiveness of FGC and were hesitant about changing 
them. So, we could not transform the FGC model to fit better with the older target 
group. Yet, we were able to adjust our research design according to practice. Our 
participatory approach gave us the opportunity to expand the study from a focus on 
merely the FGCs themselves, to explicitly include the process of implementation, and 
focus on inhibitions of older adults and professionals towards FGC.
A second reason why the PAR process proved complicated was a lack of commitment 
of some of the stakeholders. The idea to introduce FGC in elderly care was brought 
to our research group by the WOW, an action group of women aged 50 and over. 
They had noticed a fear among their peers to lose grip on their lives once they would 
become more frail and dependent and they felt that FGC might provide a solution. 
Their viewpoints gave us insight in the life world of our older respondents, which was 
extremely valuable to the research. In retrospect, we noticed that the WOW women 
only represented a small part of the population of older adults. It is a specific group of 
older women, who typically used to be part of the women’s emancipation movement 
in the 70s and 80s and still have this activist attitude. As mentioned before, we saw 
them and their peers as representing the target group for the FGCs. Yet, when asked 
during a focus group session, they themselves would not want to be the subject of a 
FGC and they presented the same reasons as the other older adults we interviewed. It 
appeared that, when they came up with the idea of introducing FGC for older adults, 
the WOW women had not thought about their own possible hesitations. Just as we 
found among some of our other respondents, they thought FGC was a wonderful 
model, but not for them.
Through the FGC foundation we could reach all kinds of social work organizations. 
We planned to focus the introduction of FGC on only one or two major social work 
organizations, who would commit themselves to the application of FGC to their 
older clients. Unfortunately, we were unsuccessful in finding such commitment and 
out of necessity we broadened our focus and informed the entire spectrum of social 
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work organizations in Amsterdam who worked with older adults. Due to this broad 
introductory program we reached many social workers, but we did not have social 
work allies who were committed to the project. In retrospect, actual cooperation with 
social work organizations would have been crucial in gaining insight in the role of the 
social worker and in the organizational context. 
Finally, a general complicating factor was related to respondent inclusion. In the 
process evaluations to our research sponsor, we reported on the slow process of 
respondent inclusion, our efforts to try to increase FGC referrals, and the expectation 
that we might not be able to eventually include forty older adults in our study. 
As a result, the project was ended one year before schedule. In retrospect, the 
exploratory nature of the project probably required a different approach. After all, 
FGC still needed to be introduced in Dutch elderly care and there was a general lack 
of knowledge on FGC for older adults. It might have been more suitable to formulate 
a more PAR-based research design to begin with, and find a research fund open to 
such explorative and participatory designs. This might have allowed us to adjust the 
research project according to signals from important stakeholders, such as older 
adults and social workers. We could, for instance, have retained the initial research 
question while adjusting the FGC to the field of elderly care, or shifting the focus to 
different models, such as family meetings and ‘Urban Villages’. 
MAIN FINDINGS
This dissertation investigates two main topics. Firstly, it studies the applicability of 
FGC for older adults, by focusing on the following main research question: (How) can 
Family Group Conferencing help older adults to enhance their relational empowerment? 
The second focus is on the implementation of FGC for older adults, by answering the 
question: Which factors - on the level of social workers and of older adults – influence the 
implementation of FGC for older adults?
Theoretical underpinning of Family Group Conferencing
We started by conceptualizing a theoretical framework for FGC (see Chapter 2). While 
taking the theory as a starting point, we adopted an iterative process of going back 
and forth between theory and practice. This form of ‘thinking with theory’ (Jackson 
and Mazzei, 2013) helped us to theoretically reflect on the FGC processes we studied, 
and to adjust the theoretical framework according to our insights in practice. In 
the existing body of knowledge, FGC is often described as stimulating a process of 
empowerment but a more thorough description of such a process has not yet been 
given. In this dissertation, we added the relational aspect to empowerment, since 
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the social network has such a crucial role in the FGC process. We used the concepts 
of relational autonomy and resilience to operationalize relational empowerment and 
identify FGC processes that might enhance the relational empowerment of those 
involved. Figure 1 depicts a scheme of theoretical concepts, underpinning FGC. 
Received respect
Self-respect Compassionate
interference
Reciprocity Social support
Self-reection
Relational
autonomy
Resilience
Relational empowerment
Figure 1. Scheme of theoretical concepts
Relational autonomy has been defined as a socially constituted capacity in which 
individuals find a way to “[…] live in line with one’s values and identity” (Schipper et al., 
2011: 526). Important aspects to achieve this, are gaining self-respect, being treated 
with respect by others and, if necessary, having others interfere in one’s life with 
compassion. During a FGC, this relational autonomy can be enhanced if the following 
conditions are met: the central person is surrounded by respectful social network; 
he can value and express his own opinions; those opinions are taken seriously by the 
social network; social network members dare to interfere if they feel that decisions 
are being made that do not match with the central person’s identity; and the FGC 
plan is supported by the entire social network. 
The concept of resilience concerns the process of growing stronger despite the 
problems a person encounters. FGCs are always organized because of challenging 
circumstances, and keeping control of the situation by gathering one’s social 
network. Carrying the burden together might help a person to make successful 
adaptations to his life. According to the definition we chose to apply, resilience can 
be seen as: the capacity for or outcome of a successful adaptation despite challenging 
or threatening circumstances (derived from Masten et al., 1988). Central aspects 
of resilience are self-reflection, reciprocity and social support. In the context of 
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resilience, self-reflection can be described as being able to accept the situation if one 
cannot change it, putting the situation into perspective, and refusing to be the victim 
of the situation. Reciprocity entails being able to give something back to others, and 
social support might entail telling family members and friends about the situation, 
being able to share ones difficulties, and receiving advice and compassion (Janssen 
et al., 2010).
Social support appears to be an important factor for both relational autonomy and 
resilience. In our theoretical analysis we have seen that possessing a certain level 
of social support, resilience and relational autonomy (resulting in empowerment) 
positively influence each other. However, the same argument applied in a more 
negative way would bring us to the conclusion that a person with a low level of 
resilience or relational autonomy will be less likely to have, or be able to build up, a 
supportive social network. To break through this impasse, external help is needed 
and this is where the FGC can play its part. Older adults with lower levels of resilience 
and with social networks who for some reason fail to promote the older adult’s 
autonomy, will most likely have difficulties with finding their own constructive 
solutions without any outside support. A FGC coordinator can help them to clarify 
the problem, identify important persons and resources, and organize themselves. 
This is thought to have an empowering influence on both the older adults and his 
social network.
The introduction of Family Group Conferencing in elderly care
As mentioned before, the FGC foundation, WOW and our research group invested 
a lot of energy in the introduction of FGC for older adults during the course of our 
study. Over a period of two years 34 older adults were referred to the Dutch FGC 
foundation, and eight FGCs were actually organized. This led us to focus part of our 
research on this introductory process, and the reasons for hesitations to engage in 
FGC from the perspective of both professionals and older adults. Where we initially 
skipped this exploratory step in the research process, we realized at a later stage we 
that this led us to miss important information and we felt the necessity to include this 
step after all. In fact, it can be seen as the first phase of a proper PAR based approach, 
in which opinions and needs of different stakeholders are explored and a research 
direction is chosen in close collaboration with them. Since we ended our study with 
this exploration, we could assess the opinions and needs of the older adults and 
social workers, but it could not lead to a new research focus. 
We organized focus group sessions with social workers and with older adults, to 
gain insight into their hesitations towards FGC. In general, the social workers who 
participated in the focus group sessions were positive about the ideas behind the 
163Chapter 7
FGC but were hesitant in actually referring their clients (Chapter 5). Social workers in 
elderly care are already used to including their children or other informal care givers, 
and they feel that FGC has too much overlap with their own activities. Still, if they 
would consider offering a FGC, they were uncertain about when, how and to whom. 
Social workers feared, and sometimes knew from experience, that their older clients 
might not be easily motivated to share their problems with their entire network. 
An additional complication was that social workers are reluctant when it comes 
to trusting the social network in yielding, carrying out, evaluating and adjusting a 
care plan. They would rather remain in control and work together with fellow social 
workers than with social network members. These hesitations resulted in a tendency 
for social workers to first try every single tool in their toolbox before considering a 
FGC. 
As expected by the social workers, our older respondents were indeed not very 
enthusiastic about organizing a FGC for themselves (Chapter 4). They supported 
the ideas behind the FGC, just as the social workers did, but they would easier 
suggest it to someone else than engage in a FGC for themselves. For a large part, 
our respondents felt that they were not old yet - even if they were over eighty years 
old - and did not yet need to make a plan in case they would ever get old. They would 
rather deal with problems if they arose than think about what might happen in the 
near future and plan ahead. This appeared to be caused by a strong need to stay 
independent and autonomous, and postpone becoming old and dependent as long 
as possible. As for now, most of them could get by with the support their partners or 
children could offer. They would deal with the future in the future.  
The Family Group Conference for older adults in practice
During the two years of our studies, we were able to monitor the FGC processes 
of eight older adults, in the form of a multiple case study. It was striking to us that 
only two of the eight FGCs resulted in a feasible and sustainable plan. In the other 
six cases, the plan focused on problematic social network members rather than on 
the older adult himself, it included unrealistic tasks for network members or social 
workers, or no plan was made at all. A second striking discovery was that the capacity 
and willingness of the older adults’ social networks appeared to be obstructing 
factors to obtaining positive FGC results. The FGC assumption that people and their 
social networks are perfectly able to be responsible for their own problems and 
solutions and formulate their own plan, appeared to be questionable in the cases 
studied. 
To better understand these results, we used the theoretical framework to analyze 
two contrasting cases of Mr. Stapel and Mrs. Braafheid (Chapter 3). Mr. Stapel’s FGC 
164 Independence or interdependence
was organized because he was afraid of the ‘black hole’ after his retirement. He had a 
clear goal with the FGC, his social network was capable, warm and involved, and this 
resulted in a sustainable FGC plan. For Mrs. Braafheid, the reason to organize a FGC 
was that she had financial problems, and she was threatened with a home-eviction. 
She lived with her addicted son and her mentally troubled granddaughter who were 
the reasons why she had debts. She did not fully understand the FGC process and she 
had no clear goal, the social network was unable to support her in her problems and 
the FGC plan turned out to be insufficient and unsustainable. The analysis of these 
two contrasting cases gave us some important insights. 
Firstly, compassionate interference appeared to be a key aspect. This might occur 
when social network members respect a person’s decisions and acts, but also try 
to change his mind when they think a decision is impairing instead of promoting 
his autonomy (Verkerk, 2001; see also Chapter 1). If the social network consisted of 
people with stable lives without problems of their own, with the willingness to spend 
a significant amount of energy to help the older adult, and with enough affection 
and respect for the older adult, they were able to interfere with compassion. Mr. 
Stapels’ family members could, for example, motivate him to at least look at the 
possibilities for assisted living even though he preferred to stay in his own house, 
because they were worried about him living by himself. The actual decision would 
still be his. A negative counterpart of compassionate interference is paternalism 
or unwanted meddling. When applied to all the eight cases, it became clear that 
compassionate interference appeared in the more successful cases, and paternalism 
in the less successful FGCs. Mrs. De Rooij’s brothers and sisters, for example, tried 
to pressure her into sending their mother to a nursery home, and Mrs. Alaoui’s 
family members ignored her plea for structural help in caring for her husband (See 
Chapter 6). So, while strong and capable social networks often have a crucial positive 
influence on the wellbeing of an older adult, weaker and less capable social networks 
are likely to have a determining negative influence. 
A second insight was that the older adult taking a central and leading role before, 
during and after the FGC seemed to be crucial in the process of enhancing relational 
empowerment. The FGC seemed to have better results when older adults actually 
took the lead, knew what they wanted, and formulated their own clear central 
question. It also seemed important that the central question revolved around the 
central person, and not around other people in their lives who were unwilling to 
cooperate.
The last insight concerned the theoretical framework itself, which appeared to 
be incomplete. It was mainly focused on psychological and relational factors, but 
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failed to include social-contextual factors such as cultural or socio-economical 
background and nature of the problems. In Mr. Stapel’s case, for instance, the source 
of his problems was emotional and physical. He was scared of becoming more 
isolated after his retirement and his physical problems limited his mobility, adding 
to this fear. Mrs. Braafheid’s problems were directly caused by her indwelling son 
and granddaughter, and indirectly derived from a culture of poverty, neglect and 
reticence. In a later stage of the research, we gained further insight into these socio-
contextual factors by looking at patterns of expectation within society. We report on 
this in the theoretical reflection.
THEORETICAL REFLECTION
When it comes to theory building, we went through an interesting development 
in which we went back and forth between the theory and our data (Jackson and 
Mazzei, 2013). We started with a theoretical framework predominantly based on 
psychological concepts - albeit incorporating relational factors - such as relational 
empowerment and relational autonomy. After applying the framework on two 
contrasting cases, we came to the conclusion that merely looking at the individual 
and his personal relationships appeared to be insufficient to explain the complicated 
processes taking place (Chapter 3). The framework needed to be expanded towards 
more environmental, socio-economical, and cultural factors, since these factors 
seemed crucial requisites for a positive FGC outcome. In the two cases with positive 
outcomes, the older adults’ environments were stable, sufficient resources were 
available, and they had social network members with the capacities to help them. On 
the other hand, in the six FGCs in which no sustainable plan was yielded we identified 
a culture of poverty, and culturally embedded obstacles such as not understanding 
the Dutch system, and being expected to care for one’s partner by oneself (Chapter 
6). Thus, we suggest that a basic level of stability and relational empowerment is 
necessary for the FGC to have a chance to succeed. 
We also found that our psychologically focused theoretical framework needed to be 
connected with societal changes, and predominantly with the dominant discourse 
concerning the transformation of the welfare state towards a ‘participation society’. 
We used Hochschild’s (2008) theory on feeling and framing rules, and Tonkens’ 
(2012) connection of these rules with societal changes to explain the position of 
older adults, social network members, and professionals towards the FGC (Chapter 
6). According to Hochschild (2008), emotions are connected to the context in which 
people are living. People unconsciously match their emotions with what is clinically, 
morally, socially and contextually expected of them, which Hochschild sees as 
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(unwritten) ‘feeling rules’. Although many feeling rules are universal, the more subtle 
rules are determined by the way people look at the world, which Hochschild called 
‘framing rules’. She distinguishes three types of frames: the moral, the pragmatic and 
the historical framework.
Tonkens (2012) has supplemented Hochschild’s theory with a dynamic contextual 
component, to better understand conflicts between feeling and framing rules 
and reality in a changing social context. She introduces the concept of ‘citizenship 
regimes’, which she defines as: 
‘The institutional arrangements, rules and understandings, and power relations that 
guide and shape current policy decisions, state expenditures, framing rules, feeling rules 
and claims-making by citizens’ (2012: 201). 
The three main citizenship regimes that have succeeded each other in the 
Netherlands in recent decades are 1) the community regime, 2) the welfare-recipient 
regime, and 3) the active citizenship regime (Tonkens, 2012). The community regime 
assumes that communities, and mainly the women, must provide for their needy 
members. Receiving care is a favor, offering it is done with pride and joy. In the 
welfare-recipient regime the focus is on professional help. Receiving professional 
care is a right, and if the quality or quantity of care is poor, people are allowed to be 
upset about it. In the active citizenship regime, which currently dominates in many 
Western societies, citizens are expected to arrange their own care by combining what 
they can do themselves with the capacities of their social network, possibly assisted 
by formal services. 
FGC would seemingly fit well in a society in which the shift towards an active 
citizenship regime has already been completed, but in reality the transition from 
a welfare-recipient to a citizenship regime is still in full swing, and not just on the 
level of the citizen but also on the professional and governmental levels. To make 
the situation even more complex, some aspects of the community regime, in which 
mainly wives and daughters are expected to be the main care givers, can also 
be found. So, the existing overlap between the community regime, the welfare-
recipient regime, and the active citizenship regime, appears to cause different kinds 
of conflicts between feeling and framing rules, of the different parties. Also, FGC 
was initially developed by and for the clan-oriented Maori in New Zealand. In their 
community, yet another set of feeling and framing rules prevails, such as the idea 
that it takes a village to raise a child. We could call this a clan regime, all the members 
of the clan should feel responsible for the well-being of the other members of the 
clan. One might expect some difficulties in translating such a clan oriented model 
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to our individualized, service provision oriented society. The shift towards an active 
citizenship regime still requires time and effort, let alone incorporating aspects of 
a clan regime through the FGC. Seemingly, this can only be done in a participative, 
collaborative, and flexible way, over a longer period of time. 
Citizenship regimes within the FGCs
As presented in chapter 6 we found some clashes in the FGC processes of the eight 
older adults, both between old and new framing rules and between what is expected 
within the current active citizenship regime and what citizens are capable of. In two 
of the eight cases the expectations of the older adult and his social network matched 
with each other. The participants had the capacity to find their own solutions to the 
existing problems and a feasible FGC plan could be yielded. In the six other cases, 
various conflicts occurred. Firstly, we found a conflict between the views on formal 
and informal care of older people and of their social networks, particularly when the 
older adult expected more from his social network than the network members were 
willing to offer. A second conflict arose between the expectations of the stakeholders 
(older adult and social network) and the prevailing regime, since those involved still 
argued from the welfare-recipient perspective while the active citizenship regime 
was dominating. A third conflict that occurred was between what is expected within 
the active citizenship regime, and the competence of older people and their social 
networks. So, the state – but also the dominant public opinion - might expect more 
or different things than certain citizens have to offer. In short, we can say that people 
who can easily relate to the active citizenship regime will be better able to handle 
the FGC process. The other way around, the FGC process might be inhibited if one or 
more of the parties involved – older adult, social network or social worker –uphold 
community and/or welfare-recipient based values. Also, not everybody will be able to 
live up to the active citizenship expectations. 
Citizenship regimes and social workers
In chapter 5 we reported on social workers and their hesitations towards FGC for 
older adults. However, we have not yet looked at their views through the lens 
of shifting citizenship regimes. Surprisingly, the social workers who were in fact 
involved in a FGC for an older adult showed predominantly welfare-recipient based 
feeling and framing rules, where a focus on the active citizenship regime could have 
been expected based on their positive attitude towards FGC. 
We have seen that the reasons for social workers to refrain from introducing FGC to 
their older clients were extensive (Chapter 5). The two most mentioned objections 
were that social workers already involve their older clients’ social network, and that 
they do not know when, how and to whom they should offer a FGC. When looking 
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at the different citizenship regimes and the accompanying framing rules, the first 
objection is part of a welfare-recipient type of framing. These social workers placed 
themselves at the center of the care-process, taking responsibility for involving 
the social network and finding a solution for the problem. They preferred to stay 
in control, also because to them, being a social worker means you solve people’s 
problems. Offering a FGC, and relinquishing their responsibilities and control, is 
seen as a last resort. Yet, the role of the social worker within the active citizenship 
regime should focus more on enabling, motivating and coaching clients so they can 
solve their own problems. The second objection our respondents put forward – not 
knowing when, how and to whom to introduce FGC – indicates that social workers 
not yet feel comfortable with this motivating and coaching role. They were trained to 
identify the care question, set up a care plan and get to work. Now, they are expected 
to help their clients formulate their own care question, and motivate them to involve 
their own social network and set up their own care plan. This requires different 
framing rules and different skills, which most social workers have not yet acquired. 
An underlying reason for our social work respondents to not introduce FGC to their 
older clients, might be a lack of belief in the model. This was not directly stated 
during the focus group sessions, but it ‘shone through’. Most of our respondents had 
been working with older adults for many years. Their questions concerning when, 
how and to whom to offer a FGC might have to do with their lack of experience with 
FGC, and their fear to step out of their comfort zone. However, it might also derive 
from, perhaps justified, doubts concerning the capabilities of their clients – and their 
clients’ social networks – to live up to the demands of the active citizenship regime. 
Additionally, a critical note some of them did express was that the government’s 
interest in stimulating active citizenship in general, and the use of FGC in specific, 
was connected to the planned retrenchments, and not to improving the lives of older 
adults. 
Citizenship regimes and older adults
Similar to the difficulties of social workers, most of the older adults for whom a FGC 
was organized also had trouble adjusting to their new role of ‘active citizen’ (see 
chapter 3). However, these were the older adults who had in fact consented with 
the organization of a FGC. The larger group of older adults we asked about their 
opinions on FGC (see chapter 4) mentioned numerous reasons why it was not for 
them. It might very well be worth taking a look at clashing regimes and feeling rules 
to explain older adults’ hesitations.
The most important reasons our older respondents mentioned to not be open to 
a FGC, were that they could manage with the support offered by their partner or 
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adult children, and that they did not need a FGC because they were not old yet. 
Underlying emotions were a fear of becoming dependent and losing control, and 
embarrassment in having to share their problems and ask for help. Most of our 
older respondents preferred formal above informal support. Two mechanisms seem 
to determine the older adults’ emotions. The first mechanism is a framing of care 
provision according to the welfare-recipient frame, causing older adults to feel like 
they are entitled to receiving formal care and asking their social network for help 
means being a burden on them. When children offer help this is often accepted, but 
to ask them for support is less preferable. So, regarding asking for help, the welfare-
recipient regime prevails. The second mechanism is to answer strongly to the active 
citizenship framework when it comes to being active, independent and autonomous. 
Our older respondents seemed to feel the societal pressure to ‘age successfully’ and 
keep participating as much as possible. Paradoxically, this also meant ignoring their 
diminishing strengths for as long as possible, instead of finding a way to engage their 
social network to help them deal with their growing dependability. 
Is aging allowed within the participation society?
The above given analysis makes it strikingly clear that many older adults, their social 
network members, and social workers are not yet adjusted to and prepared for 
the participation society. Moreover, one can question the applicability of what is 
expected within the participation society – by society, the government and by older 
adults themselves - to the situation of older adults. If successful aging is the leading 
value within a participation society, many older adults at risk will sooner or later fail, 
in the eyes of society and in their own eyes. This applies even more to older adults 
with low levels of relational empowerment and problematic social networks, who 
perhaps never have been able to fully participate. 
Rowe and Kahn (1997) define successful aging, as ‘[…] low probability of disease and 
disease-related disability, high cognitive and physical functional capacity, and active 
engagement with life.’ (1997: 433). It seems that older adults in the participation 
society are expected to stay active, even though they are decreasingly capable 
of doing so. Staying active might be a wish of most older adults (Dale et al., 2012; 
Gillsjö et al., 2011; van Campen, 2011), the successful aging norm also puts a great 
deal of pressure on older people who are decreasingly able or willing to participate. 
A different interpretation, which might reduce this pressure, should focus on 
participating in making one’s own decisions and directing one’s life (moral autonomy) 
instead of staying active and self-sufficient. Davey and Glasgow (2006) suggest 
we uphold the following values when it comes to successful aging: ‘[…] fostering 
a positive view of ageing; promoting attitudes which respect and value older people; 
recognizing and supporting older people’s participation and contribution; valuing self-
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reliance, independence, individual responsibility; acknowledging diversity among the 
older population’ (2006: 22). These values allow people to be old and increasingly 
frail, yet they still acknowledge the common need for autonomy, and leave room 
for individual preferences and abilities. While Davey and Glasgows’ values are a step 
in the right direction, they still focus on independence. We believe that a focus on 
becoming successfully dependent could help older adults to age successfully. 
Consequently, it seems to be important to try shift the negative view on being 
dependent to a more positive, relational autonomy based view. To depend on the 
support of others is currently experienced as something undesirable, which is to be 
feared and rejected. This leads frail older people to be seen – and see themselves – as 
‘[…] the antithesis of the good citizen’ (Weicht, 2011: 210). Yet, physical and mental 
changes are common in the process of aging and older people seem to struggle 
with how to understand and give meaning to these changes, towards themselves, 
their social surroundings and society. This might make them cling to their last bit 
of independence (Hertogh, 2010). In contrast, it might be useful to embrace the 
concept of interdependence, or relational autonomy. This entails the idea that finding 
a renewed balance in the face of growing dependence is a shared task between the 
older person, his social network and his professional care givers (ibid.). In finding 
this balance, it is important for the older person to be receptive towards support 
and willing to adapt life goals to what is possible and still in line with his identity. 
If this becomes more accepted within society and within people it might also be 
more acceptable to ask one’s social network to make a plan to deal with growing 
dependencies, in the form of a FGC or otherwise. 
In conclusion
Our findings suggest that FGC for older adults can be successful in enhancing their 
relational empowerment if: 
• Professionals actually offer it to their clients;
• Older adults are open to sharing their problems with their family members, friends 
and neighbors;
• Older adults already have a sufficient level of resilience and relational autonomy;
• Older adults have a diverse, capable and strong social network; 
• Problems are related to internal factors of the older adults, and not caused by 
external factors such as generational poverty or heavy informal care duties;
• Expectations of the older adults, their social network and the welfare state 
correspond with each other.
All these ‘if’s’ suggest that FGC can only be useful for specific older adults, with 
considerable degrees of relational empowerment, in a context in which expectations 
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are matching and realistic. Would it nevertheless be possible to make the FGC 
applicable to a larger group of older adults, and how? Or should we focus on different 
relational empowerment enhancing models which might correspond better with the 
needs, expectations and possibilities of older adults and their social networks?
RECOMMENDATIONS FOR FURTHER RESEARCH 
This research project focused on people who are old now. They grew up in a society 
in which care was mostly provided by the women in the community, who were 
supposed to provide this care without being asked and without complaining. 
Subsequently, they witnessed the construction of the welfare state in which care 
gradually became something everybody had a right to. The transition towards 
being an active citizen who knows what he wants and who is not afraid to ask his 
social network for support, might be a step we cannot expect many older adults 
to take. However, upcoming generations of older adults, starting with the baby-
boomers, might be more open to these ideals, and find it easier to adjust to the 
active-citizenship regime. So, perhaps it would be interesting to try introducing FGC 
to the next generation of older adults, and focus a research project on their views 
and experiences. When doing this, it is important to focus the attention on the less 
empowered older adults. 
Future research could also focus on alternative models or initiatives with the same 
goal as FGC – to enhance people’s relational empowerment and strengthen their 
social networks – but achieved through different strategies. One alternative is the 
village model, developed in America (Scharlach et al., 2011) by neighborhood 
dwelling older adults, and copied in Amsterdam, the Netherlands. The American 
‘Villages’ are focused on providing ‘[…] community-dwelling older adults with a 
combination of nonprofessional services, such as transportation, housekeeping, and 
companionship, as well as referrals to existing community services, sometimes at a 
reduced rate’ (2011:2). The Dutch Villages are, generally speaking, less service-
provision oriented and have a stronger focus on creating social cohesion in the 
neighborhood, getting to know each other, and organizing activities (www.
stadsdorpenamsterdam.nl). The idea is that knowing one’s neighbors could result in 
supporting one another if necessary. The way the Dutch Villages are shaped might 
form an alternative to the FGC in enabling social networks to develop, and stimulate 
care solutions coming from the community. An additional asset of the Village model 
in contrast to FGC might be that support can be realized in a more natural way, 
without organizing a meeting in which all the existing problems need to be exposed, 
and that Villages focus more on peers and reciprocity, and less on care from family 
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members. In Amsterdam alone, 22 Villages have been founded since 2010, indicating 
the popularity of the model among older adults. It would be interesting to follow 
the social cohesion and informal care giving processes within these Dutch Villages. 
Yet, this model is mostly applied in well-of neighborhoods by mid-level to highly 
educated people. For frailer and socially more vulnerable older adults, professional 
support will still be necessary, and both FGC and the Village model will likely be 
insufficient. 
Since both professional elderly care and informal and community-based care 
provisions are currently going through such intensive changes and all the above 
given research suggestions would involve pioneering, we would advise the use 
of a Participatory Action Research design (ICPHR, 2013). Such a design would give 
the opportunity to bring the different stakeholders – older adults, neighborhood 
communities, social workers etc. - together and find an approach that would best 
suit their needs and wishes. We believe this creates commitment and collaboration, 
giving the chosen approach the biggest chance to develop into something 
sustainable.  
RECOMMENDATIONS FOR SOCIAL WORK PRACTICE 
AND EDUCATION
In this study, we found that social workers experienced some difficulties in working 
with FGC. Reasons we found were that social workers were not yet comfortable 
with their new role of facilitator and coach, and with having to trust clients and their 
social networks to make their own plans and follow-up on them. These reasons were 
supported by various other studies concerning the role of social work within FGC (e.g. 
Adams and Chandler, 2004; Holland et al. 2005; Holland and O’Neill, 2006; Lupton and 
Nixon, 1999; Marsh and Crow, 1998; Merkel-Holguin, 2004; Sundell and Vinnerljung, 
2004; Berzin et al., 2007). To a certain extent social workers were right about having 
these doubts, since we found that certain social systems were not equipped to 
deal with FGC in a positive way. Also, social workers were uncertain about whom to 
introduce FGC to, and ‘solved’ this problem by only introducing it to clients for whom 
they had exhausted all other options. Clearly, social workers need more guidance 
during their education and in practice in when and how to work with FGC. It might 
help if social work education would focus more on creating awareness, with social 
workers, and with their clients and the social network members involved, concerning 
their feeling and framing rules, present capabilities and possibilities, and the actual 
possibilities of the current welfare state. Based on this knowledge, a social worker 
could estimate whether a client and his social network could, at this stage, benefit 
173Chapter 7
from a FGC or not. When indeed offering a FGC, the social worker could have a role in 
managing expectations, both his own and others’. If expectations appear to be too far 
apart, a FGC might turn out to be disappointing and work counterproductive. 
By extension, social workers could have a signaling function when it comes to clients 
who, in their estimation, are in their current situation unable to meet the active 
citizenship expectations. If structural environmental factors prevent people from 
living up to societal expectations, their direct environment should, according to van 
Ewijk (2010a) be adapted to them. He describes this citizenship-based, contextual 
transformative approach as the core task of social work, and as a central focus in 
social work education. In this approach, social workers are expected to ‘[…] start 
from the context people are in, looking from here to who could contribute and improve 
it, and, if needed, take action to address relevant actors, to bring them together and 
to implement social actions and social support’ (van Ewijk, 2010b: 1). FGC could be 
applied as part of the contextual transformative approach at a certain stage, perhaps 
in the beginning but perhaps only after making some improvements to the context 
first. This would differ from the ‘last-resort’ approach – as we found in this study - in 
that social work actions would be focused on improving and strengthening the 
environment to prepare them for the FGC, instead of trying to solve the problems 
on the level of the individual without including his social environment. This could 
involve motivating problematic network members to accept professional help, or 
taking more time to build a more diverse and capable social network.
In the Netherlands, a model has been developed along these lines by a group of 
people who separated themselves from the Dutch FGC Foundation, under the new 
name of the Stronger Together Foundation. Their model is still based on FGC but 
some features were added, such as a stronger cooperation between the coordinator 
and the social worker, and explicit attention to following up on the plan. Additionally, 
the foundation offers social workers support by inspiring and stimulating them 
to think, act and organize in a different, active citizenship oriented way.  In more 
complex cases, this new model might offer the necessary process of social network 
strengthening, in which the actual FGC meeting is just a small piece and is more 
embedded. It may be worth experimenting with this model in the field of elderly 
care.
For the larger group of older adults with less complex issues, it might be interesting 
to develop FGC related models which provide an answer to the objections of our 
older respondents to the current form of the FGC. We held a focus group session 
among some stakeholders from the FGC foundation, the WOW and initiators of 
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some of the Dutch ‘Villages’16 to discuss future possibilities. They argued that such 
models should focus more on reciprocity and peer-to-peer support, be embedded 
in neighborhood networks, and be organized in a less formal, more ‘low-key’ way. It 
should also focus more on ‘acquired networks’ such as neighbors and friends, and 
less on ‘given networks’, such as family members and children. This way, older adults 
would be less ‘forced’ to gather a large group of people and ask for support, and more 
facilitated to make it a person-to-person, reciprocal process. 
An additional suggestion from the focus group participants was to motivate older 
adults to formulate personal scenarios concerning how they would want to deal with 
possible difficulties, for example if they would fall and break something or if their 
mental capabilities would start diminishing. If something would actually happen, 
they would already know how to handle the situation and who they would wish to 
involve. The contribution of an independent coordinator would, in such relatively 
uncomplicated situations, not be necessary. Still, the participants in the focus group 
stressed that older adults should be informed about the necessity of thinking ahead, 
since they have the tendency to postpone thinking about the future until it is too 
late. 
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Introduction
Populations in Western countries are aging, due to increasing life-expectancy and 
the baby-boom generation reaching the retirement age. In the Netherlands, in 2030 
about a quarter of the population will be aged 65 and over (van Campen, 2008). In 
2005 the Dutch government formulated a vision on this aging population, stating 
that older adults are ‘sovereign and worthy citizens, also when important sources to 
support an independent existence disappear’ (Ministerie van Volksgezondheid, Welzijn 
en Sport, 2005). In this policy the government made the participation of older adults 
a shared issue, inviting older adults to take responsibility and be part of society, and 
inviting ‘society’ to respect and include older adults. An important motive for the 
government to steer towards this transition was to attempt to cut the perpetually 
rising care expenses (Korpi, 2003; de Boer and van der Lans, 2011). Expensive long-
term care needed to be decreased whenever possible, and replaced by informal 
support, or short-term or incidental care. The government is hoping to reduce costs 
by limiting access to homes for the elderly and other expensive forms of care, and 
replacing this, as much as possible, by a combination of: 1) informal care, 2) primary 
health care, covered by the Health Insurance Act (Zorgverzekeringswet, ZVW), 3) light 
long-term care, covered by the Social Support Act, also known as the Participation 
Act (Wet maatschappelijke ondersteuning, Wmo), and 4) long term care which will 
still be covered by the Long-term Care Act (Wet Langdurige Zorg, WLZ), but will 
become less accessible. 
The transition will have implications for citizens. Part of the transition includes 
an increased focus on successful and active aging. However, when older adults 
increasingly ‘age in place’, they will need more assistance from the people around 
them. On the positive side, many older adults actually prefer to age in place rather 
than to move to a home for the elderly (van Campen, 2011). On the negative side, 
however, older adults living at home have been seen to resist being dependent on 
any forms of care, even when they do need support (ibid.). Also, if older adults do 
accept support, this causes increased pressure on them and their families.
Complications
The transition of the welfare state might result in older adults not receiving the care 
they need, and in some cases even becoming neglected and isolated, and losing 
control over their lives and care due to a lack of choice (van Tilburg et al. 2004; Jonker 
et al. 2009). Several reasons for this can be identified: 1) the bulk of care for older 
adults worldwide is already provided by social network members (WHO, 2002), 
whose possibilities cannot be stretched indefinitely (de Boer et al, 2009); 2) support 
between neighbors does not emerge by itself (Linders, 2010) and older adults’ social 
networks often become smaller over time as family members and friends pass away 
181Summary
(WHO, 2002); 3) informal care seems to have its boundaries: taking older adults 
in your own home, having to shower them, or helping them with their support 
stockings every day, appears to be out of the question for many citizens (Tonkens & 
de Wilde, 2013; Westendorp, 2013) and 4) older adults seem to postpone thinking 
about becoming more dependent in ‘the future’, no matter how near this future 
might be (Roe et al., 2001; Gillsjö et al., 2011).
Family Group Conferencing 
One way to deal with the above mentioned complications might be Family Group 
Conferencing (FGC). FGC is a meeting between a person who needs help and support 
– the ‘central’ person -  and his social network, in which they discuss the person’s 
situation and possible solutions that build on the available strengths and capabilities, 
and in which they set up a support plan. Social workers can give information about 
the care options and facilitate the social network’s decisions. However, the plan 
is made by those who know the person and his situation best: the person himself 
and those closest to him. The FGC is organized by a coordinator who works for the 
Dutch FGC foundation. The coordinator should not be a social work professional, but 
a citizen who is willing to support fellow citizens. The independent position of the 
coordinator as fellow citizen is thought to be crucial for the success of the FGC. The 
FGC process has three phases (Sundell et al., 2001), which we present in Figure 1.
Preparation phase
• Appointing independent 
coordinator;
• Deciding whom to invite, 
formulating central question;
• Picking date and time.
The FGC
   1. Information phase
      2. Private time for central 
      person and social network
   3. Presentation of the plan
Action and evaluation 
   phase
      • Carrying out the plan;
      • Evaluation after three 
months.
Figure 1. Scheme of the FGC process
Implementing FGC in elderly care
FGC was developed for, and is mostly used in, child care. So, at the start of our 
research project, FGC had yet to be introduced in the field of elderly care. We initially 
planned to start a pilot project in one particular neighborhood in Amsterdam, but 
the organizations could not guarantee sufficient referrals of older adults to the FGC 
foundation, which led us to broaden our efforts to the whole of Amsterdam. Together 
with the Dutch FGC foundation and the Wise Older Women (WOW), an action group 
of women aged 50+, we organized information meetings, training sessions and 
conversations with managers, social workers and older adults. The general attitude 
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towards FGC of all the managers, social and care workers, volunteers and older 
adults we came in contact with, was positive. Most organizations were committed to 
referring a certain amount of older adults to the FGC foundation. However, in practice 
this appeared to be easier said than done, and the promised amounts of referrals 
could not be realized. This raised the question of why implementing FGC for older 
adults turned out to meet so many obstacles. 
Main research question
The initial main research question of this dissertation was: 
‘(How) can Family Group Conferencing help older adults to retain and/or enhance their 
relational empowerment?’
We focused the study on relational empowerment, since previous research in the 
field of childcare found that FGC can help empower the central person and his social 
network (Hayes & Houston, 2007; Sundell & Vinnerljung, 2004; Cosner Berzin et al., 
2007; Holland & O’Neill, 2006; Crampton, 2007). For older adults, this had not been 
researched yet. As a result of the low referral numbers, we added the following 
research question to the initial main question: 
‘Which factors - on the level of social workers and of older adults – influence the 
implementation of FGC for older adults?’ 
Methodology
We departed from a Participatory Action Research (PAR) approach (Cornwall and 
Jewkes, 1995; White et al., 2004), with a predominant focus on the participatory 
aspect since the research plan and process were set up and carried out in 
collaboration with (part of ) the key stakeholders. In our case, the first important 
stakeholders were members of the Wise Older Women (WOW), who had been the 
initiators of the introduction of FGC for older adults, and of the research project. 
WOW is an action group of women aged 50 and over, which has been defending the 
rights of older women aged since 198117. WOW signaled a fear amongst their peers to 
lose control over their lives when becoming older and frailer. They asked our research 
group to assist them in implementing and researching FGC for older adults. A second 
stakeholder was the Dutch FGC foundation, which had a great deal of experience 
with introducing FGC to various target groups by organizing information meetings 
and training sessions. A third important stakeholder would have been the social work 
organizations which worked with older adults in one neighborhood. However, while 
social work managers were positive about the FGC for older adults they were not 
17 www.wouw-amsterdam.nl, visited on 16 November 2011
183Summary
open to actual collaboration. As an alternative, we informed a wider range of social 
work organizations and professionals. 
The research followed a responsive evaluation design (Abma and Widdershoven, 
2006). We developed this design in close collaboration with WOW and the Dutch 
FGC foundation, but also with the criteria of the funding party we were aiming for in 
mind. We explicitly included the perspectives of different stakeholders, such as the 
different participants in the FGC, older adults in general, the WOW members, and 
social workers with and without FGC experience. All these different perspectives shed 
their own light on the issue and gave us a more complete, richer view.  
Multiple case study: eight FGCs for older adults
To research the actual FGC experiences, we used a case-study design (Stake, 2006). 
We closely monitored the eight older adults for whom a FGC was organized during 
their FGC process. If possible, we interviewed them before the FGC, shortly after, 
and six months later. We also interviewed members of their social network, and 
social workers if they were involved with the case. The interviews were focused on 
relational empowerment processes which did or did not take place during the FGC 
process. 
Introducing FGC: inhibiting factors for older adults and social workers
Since the introduction of FGC for older adults proved to be a slow and difficult 
process, we focused part of our research on the inhibitions of both older adults and 
social workers. We studied older adults’ hesitations and inhibitions by carrying out 
individual interviews, duo interviews (mainly with marital spouses) and focus group 
sessions with a total of 74 respondents. Additionally, we carried out a focus group 
session with a group of WOW members, and an individual interview with one of the 
WOW members who had initiated the research project. To study the inhibitions felt 
by social workers, we employed an exploratory design (Lincoln and Guba, 1985). 
We used a phased design, adhering to the constant comparison method (Glaser, 
1965). We started off with a survey among 36 social workers in order to get a more 
general idea of social workers’ ideas about FGC for older adults. This was followed 
by a qualitative study to further discuss the themes that appeared from the survey. 
We organized three focus groups sessions: 1) with social workers with experience 
with organizing a FGC for one or more clients, 2) with social workers without such 
experience, and 3) with a mixed group of social workers with and without FGC 
experience with older adults.
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Analysis
The focus group sessions and individual interviews were analyzed using MaxQda10. 
We used a thematic analysis, to identify and analyze patterns of themes in the data 
(Braun & Clark, 2006). It is a detailed process of describing empirical data, in which 
the researcher defines the themes based on their relevance for the central research 
question. As sensitizing concepts, to give the analysis some general direction, we 
used an operationalization of resilience and relational autonomy. During the research 
process, we went back and forth between the empirical data and the theoretical 
concepts, making it an iterative process. This enabled us to construct a preliminary 
theoretical framework which we could change and/or enrich with the help of our 
data (Jackson and Mazzei, 2013).
RESULTS
Chapter 2. Family Group Conferencing: A Theoretical Underpinning
An important goal of FGC is to help people and their social networks become more 
empowered. However, in scientific literature there is a lack of knowledge about 
the underlying theory to explain how this empowerment process might work. In 
this chapter, we provide such a theoretical basis by examining how the concept of 
empowerment can be linked with the basic assumptions underlying FGC. While 
empowerment is often mentioned in FGC literature as a FGC goal, authors are not 
unanimous when it comes to the operationalization of empowerment, especially on 
the relational level of the person in his or her social context. We use the concepts of 
relational autonomy and resilience to conceptualize empowerment on the relational 
and individual level. 
Empowerment can be defined as ‘[…] a process, a mechanism by which people 
[…] gain mastery over their lives’ (Rosenfield in Tilley & Pollock, 1999: 57). Factors 
contributing to the empowerment process on the level of the individual, are 
commonly divided into emotional, cognitive and behavioral factors (Zimmerman, 
1995; Becker, 2004). Additionally, several authors (Christens, 2012; Riger, 1993; 
Rowlands, 1996; Penninx, 2004; van Regenmortel, 2009; Baur, 2012), stress the 
importance of a fourth factor: social and interpersonal relations. Adding these factors 
makes empowerment an inherently relational concept. Relational empowerment can 
be seen as the central concept and most important process of the FGC. To explain 
the process of relational empowerment in the FGC-context, we applied the concepts 
of resilience and relational autonomy. The most important factors contributing to 
resilience are 1) self-reflection, 2) reciprocity, and 3) social support (Janssen et al., 
2010). The concept of resilience focuses on the individual reflection on ones thoughts 
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and actions, but also acknowledges the influence of receiving social support and 
experiencing the power of giving (reciprocity) on the self-reflection process. The 
most important factors contributing to relational autonomy are 1) self-respect, 2) 
received respect, and 3) compassionate interference (Verkerk, 2001). The central idea 
to relational autonomy is that it is seen as a socially constituted capacity in which 
individuals find a way to “[…] live in line with one’s values and identity” (Schipper et al., 
2011: 526), which are constituted in and by his interpersonal relationships and social 
environment.
In the FGC model, decisions are made and a plan is constructed by a client and 
his social network. However, it is much more than that. The concepts of relational 
empowerment, relational autonomy and resilience give an adequate, if theoretical, 
description of the empowerment processes and desired outcomes of the FGC. 
Both intrapersonal and interpersonal processes take place and important notions 
are: feeling in control, feeling self-worthy, sharing problems with others, accepting 
help, and being respected by others. We report on the practical implications of 
empowerment of vulnerable groups through the FGC-process in the following 
chapters.
Chapter 3. The potential of Family Group Conferencing for Older Adults: 
A Case Study Approach
In this chapter, we explore the practical application of the concepts of relational 
autonomy and resilience to understand the FGC process in older adults. We used a 
case study design, researching eight FGC cases for older adults, and selected two 
cases for further analysis and comparison. We chose the first case, Mrs. Braafheid’s 
story, because of her complex situation and the negative influence of her limited 
social network. Contrastingly, we chose the second case, of Mr. Stapel, because his 
problems were relatively simple, and his network was extremely capable and diverse. 
They were both extreme cases (Flyvbjerg, 2006), and of the eight cases they showed 
the most contrast in terms of process during and outcomes after the FGC, making 
them cases with great learning potential (Abma and Stake, 2014). 
Mrs. Braafheid (85) was a Surinamese woman who lived independently, together 
with her son Andy (58) and her granddaughter Ruth (34). Andy suffered an addiction 
and appeared to be stealing money to pay for his addiction. Ruth seemed to have 
psychiatric problems, often disappeared for days, and used her grandmother’s name 
to make debts. The situation with Andy and Ruth caused financial and emotional 
problems for Mrs. Braafheid, which was the reason why the FGC was organized. 
During the FGC, a small group of family members was present, excluding Ruth and 
Andy. Yet, the FGC plan was largely focused on actions they would have to take, and 
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did not consent to. Additionally, part of the plan included Mrs. Braafheid moving to a 
nursing home, which turned out to not be possible yet. 
Mr. Stapel was almost 65 years old. He was a widower and he lived independently. His 
wife died ten years ago and since then he started to isolate himself in his house. He 
also stopped cooking for himself, and had multiple physical problems which limited 
his mobility. He was about to retire from his job as a translator of old-Dutch texts, 
and was afraid he would become even more isolated. This was why the FGC was 
organized. At the FGC, a large group of family members, friends and acquaintances 
was present. They were willing and able to support Mr. Stapel, and a balanced and 
stimulating plan was made.
We found that the concepts of relational autonomy and resilience did appear to 
be helpful in explaining the FGC process and outcomes, although some important 
factors still needed to be included. Based on the cases of Mrs. Braafheid en Mr. Stapel, 
we could tentatively conclude that the outcomes of the FGCs appeared to be most 
positive when: 1) the social network members were in a situation in which they 
could have a positive influence and interfere with compassion; 2) the older adult was 
willing and able to strike up social relations and make use of them if needed; 3) the 
older adult took ownership towards his own situation and the FGC process, and had 
a clear goal; 4) the central question was focused on the older adult himself and not 
on other people who were unwilling or not present. Still, the theoretical framework 
needed be augmented with a stronger focus on the context, such as: the nature 
and duration of the issues; the capacities and interests of the social network; and 
structural contextual factors such as culture, education and ongoing problems in the 
social network. 
Chapter 4. Older adults’ Views on Using Family Group Conferencing to Regain 
Control and Autonomy
When implementing FGC in the Netherlands, older adults seemed to show resistance. 
Reasons for this resistance have been researched and are described in this chapter. 
We examined existing views and attitudes of older adults concerning the use of FGC, 
and reported on how older adults looked at the possibility to regain control over 
their lives using FGC. To do this, focus group sessions, duo interviews and individual 
interviews were held with 74 older adults with varying characteristics: living at home, 
in sheltered housing, or in a home for the elderly; and living in urban, suburban or 
rural areas. Themes were: views on and contentment with the control and autonomy 
they experience in their lives, and the willingness to use FGC to improve this. 
187Summary
A common first reaction among our respondents was: I wouldn’t know whom to 
invite. They mentioned all sorts of reasons why they thought their social network 
would not be able or willing to attend a FGC. We then looked at what was behind this 
first reaction. This could be the idea that people, mainly partners or adult children, 
would be there for them anyway in times of need, so a FGC would not be necessary. 
Also, respondents had the feeling that they were not old yet, and they felt not ready 
for such an ‘intervention’. This feeling might be caused by: embarrassment in asking 
for help, reluctance to open up, or the fear that asking for help would result in less 
control. 
We conclude that, for this generation of older adults, FGC seemed to mean losing 
control and autonomy rather than gaining it. To be appealing to older adults, a 
relational empowerment strengthening model should most likely be focused on 
reciprocity, peer-to-peer support, and solutions instead of problems.
Chapter 5. Family Group Conferences for older adults: Social Workers’ views
When FGC was implemented for older adults in the Netherlands, social workers 
turned out to be reluctant to refer. To discover reasons for this reluctance, we 
examined social workers’ views and attitudes concerning the deployment of FGC for 
their clients. In an explorative study we distributed a survey among social workers 
who worked with older adults and were informed about FGC, followed by three focus 
group sessions with social workers with and without FGC experience. Additionally, 
we held individual interviews with social workers and an employee of the Dutch FGC 
foundation. 
The respondents were positive about FGC, but hesitant about referring their older 
clients. Reasons were: they already work with their clients’ social networks, they fear 
losing control over the care process, and they wonder how they can motivate their 
clients. They also report that their clients are reluctant: they seem to fear that FGC 
makes them lose self-mastery and they do not want to burden their social network. 
These findings indicate that implementing FGC in elderly care is a complicated and 
slow process, partly because it social workers are unfamiliar with when, how and 
to whom to introduce FGC as an empowering model. To facilitate this transition, it 
might be necessary to offer social workers more guidance. Additionally, one could 
experiment with making alterations to the FGC model, for example by shifting the 
focus to neighborhood networks and focusing more on reciprocity. 
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Chapter 6. Family Group Conferencing for Older Adults: Conflicting 
Expectations between Older Adult, Social Network and Citizenship Regime
Besides the two cases we studied in-depth and presented in chapter three, we 
studied and analyzed the FGC processes of all the eight older adults for whom a 
FGC was organized to identify factors which might explain a positive or negative 
outcome. We conducted a total of 28 interviews. We held 2-3 interviews with each 
older adult (before the FGC, afterwards and six months later), and we spoke with 
social network members and social workers involved. For the data analysis, we 
used Arlie Hochschild’s concepts of feeling and framing rules, and Evelien Tonkens 
application of citizenship regimes to Hochschild’s theory.
According to Hochschild (2008), emotions are connected to the context in which 
people are living. People unconsciously match their emotions with what is clinically, 
morally, socially and contextually expected of them, which Hochschild sees as 
(unwritten) ‘feeling rules’. Although many feeling rules are universal, the more subtle 
rules are determined by the way people look at the world, which Hochschild called 
‘framing rules’. She distinguishes three types of frames: the moral, the pragmatic and 
the historical framework. Tonkens (2012) has supplemented Hochschild’s theory with 
a dynamic contextual component, to better understand conflicts between feeling 
and framing rules and a changing social context. She introduces the concept of 
‘citizenship regimes’, which she defines as: ‘The institutional arrangements, rules and 
understandings, and power relations that guide and shape current policy decisions, state 
expenditures, framing rules, feeling rules and claims-making by citizens’ (2012: 201). The 
three main citizenship regimes which succeeded each other in the Netherlands in 
recent decades are 1) the community regime, 2) the welfare-recipient regime, and 
3) the active citizenship regime (Tonkens, 2012). The community regime assumes 
that communities, and mainly the women, must provide for their needy members. 
Receiving care is a favor, offering it is done with pride and joy. In the welfare-recipient 
regime the focus is on professional help. Receiving professional care is a right, and 
if the quality or quantity of care is poor, people are allowed to be upset about it. In 
the active citizenship regime, which currently dominates in many Western societies, 
citizens are expected to arrange their own care by combining what they can do 
themselves with the capacities of their social network, possibly assisted by formal 
services.
The results of FGCs for older adults were closely related with the – sometimes 
conflicting - expectations of the various stakeholders, and with the – sometimes 
unrealistic - expectations connected with the prevailing citizenship regime. In the 
two situations in which the expectations of the older adult and his social network 
matched, and they had the capacity to find their own solutions, the FGC delivered 
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a feasible FGC plan. In the six other cases, several conflicts seemed to occur. Firstly, 
conflicts arose between the support expectations of older people and of their social 
networks, particularly when the older adult expected more from his social network 
than the network members were willing to offer. Second, we saw conflicts between 
the expectations of the older adult and social network, and the prevailing regime, 
because those involved argued from the welfare-recipient regime while the active 
citizenship regime dominates. An extra complicating factor was that some older 
adults, social network members and social workers had unrealistic images of different 
citizenship regimes, expecting more or different things than might be possible within 
that regime. A third conflict occurred when the active citizenship regime expected 
more skills of the older adult and his social networks than they could offer. These 
various conflicting expectations might be preventable when older adults, their 
social networks and social workers become more aware of their own expectations 
and those of others. Expectations may need to be adjusted, and a social worker can 
play an important role in assisting in this process. The government may also need 
to adjust its expectations, especially with respect to older people in vulnerable 
situations with complex problems.
DISCUSSION AND CONCLUSION 
When it comes to theory building, we went through an interesting development. 
We started with a theoretical framework predominantly focused on psychological 
concepts - albeit incorporating relational factors - such as relational empowerment 
and relational autonomy. After testing the framework on two contrasting cases, we 
came to the conclusion that the framework needed to be expanded towards more 
environmental, socio-economical, and cultural factors. In the two cases with positive 
outcomes, the older adults’ environments were stable, sufficient resources were 
available, and they had social network members with the capacities to help them. 
In the six FGCs in which no sustainable plan was yielded, we identified a culture of 
poverty and culturally embedded obstacles (Chapter 6). Thus, we suggest that a 
basic level of stability and relational empowerment is necessary for the FGC to have a 
chance to succeed. 
We also found that our psychologically focused theoretical framework needed to 
be connected with societal changes, and predominantly with the transformation of 
the welfare state towards a ‘participation society’. The existing overlap between the 
community regime, the welfare-recipient regime, and the active citizenship regime, 
appears to cause different kinds of conflicts between feeling and framing rules, of 
the different parties (Chapter 6). The shift towards an active citizenship regime still 
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seems to require time and effort. Seemingly, this can only be done in a participative, 
collaborative, and flexible way, over a longer period of time. 
Citizenship regimes and social workers
In chapter 5 we reported on social workers and their hesitations towards FGC 
for older adults. However, we had not yet looked at their views through the lens 
of shifting citizenship regimes. Surprisingly, the social workers who were in fact 
involved in a FGC for an older adult showed predominantly welfare-recipient based 
feeling and framing rules, where a focus on the active citizenship regime could have 
been expected based on their seemingly positive attitude towards FGC. We can 
expect this to be an even stronger factor with social workers without experience with 
FGC for older adults and possibly more concerns towards it. 
We have seen that the two most mentioned reasons for social workers to not offer 
their older clients a FGC were that social workers already involve their older clients’ 
social network, and that they do not know when, how and to whom they should offer 
a FGC. (Chapter 5). The first objection is part of a welfare-recipient type of framing. 
These social workers preferred to stay in control, also because to them, being a social 
worker meant you solve people’s problems. The second objection of not knowing 
when, how and to whom to introduce FGC indicates that social workers not yet feel 
comfortable with the motivating and coaching role that is expected of them in the 
FGC process. An underlying reason for our social work respondents to not introduce 
FGC to their older clients might be a lack of believe in the model. This might have to 
do with, perhaps justified, doubts concerning the capabilities of their clients – and 
their clients’ social networks – to live up to the demands of the active citizenship 
regime. 
Citizenship regimes and older adults
When we asked older adults about their opinions on FGC (see chapter 4) they 
mentioned numerous reasons why FGC was not for them. When looking at clashing 
regimes and feeling rules to explain older adults’ hesitations, two mechanisms 
seemed to determine the older adults’ emotions concerning FGC. The first 
mechanism was a framing of care provision according to the welfare-recipient frame, 
causing older adults to feel like they were entitled to receiving formal care and asking 
their social network for help meant being a burden on them. The second mechanism 
entailed the experienced need to stay active, independent and autonomous, which 
fit well with the active citizenship regime. Our older respondents seemed to feel the 
societal pressure to ‘age successfully’ and keep participating as much as possible, 
which also meant ignoring their diminishing strengths for as long as possible. 
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Is aging allowed within the participation society?
It seems that older adults within the participation society are expected to stay 
active, even though they are decreasingly capable of doing so. This might answer to 
most older adults’ whishes (Dale et al., 2012; Gillsjö et al., 2011; van Campen, 2011) 
but also puts a great deal of pressure on those older people who are decreasingly 
able or willing to participate. A different interpretation which might reduce this 
pressure could focus on allowing people to be old and increasingly frail, while still 
acknowledging the common need for autonomy and leaving room for individual 
preferences and abilities. 
In addition to finding a new definition of successful aging, it seems to be important 
to try to change the dominant view on being dependent. To depend on the support 
of others is experienced as something undesirable, which might make older adults 
cling to their last bit of independence (Hertogh, 2010). In contrast, it might be useful 
to embrace the concept of interdependence, or relational autonomy. This entails the 
idea that finding a renewed balance in the face of growing dependence is a shared 
task between the older person, his social network and his professional care givers 
(ibid.). If this becomes more accepted within society and within people it might also 
be more acceptable to ask one’s social network to make a plan to deal with growing 
dependencies, in the form of a FGC or otherwise. 
In conclusion
Our findings suggest that FGC for older adults can be successful in enhancing their 
relational empowerment if: 
• Professionals actually offer it to their clients;
• Older adults are open to sharing their problems with their family members, friends 
and neighbors;
• Older adults already have a sufficient level of resilience and relational autonomy;
• Older adults have a diverse and capable social network;
• Problems are related to internal factors of the older adults, and not caused by 
external factors such as generational poverty or heavy informal care duties;
• Expectations of the older adults, their social network and the welfare state 
correspond with each other.
Recommendations for further research 
Future research could focus on FGC for the next generation of older adults. This 
research project focused, naturally, on people who are old now. They grew up in a 
society in which care was mostly provided by the women in the community, and 
they witnessed the construction of the welfare state in which care gradually became 
something everybody had a right to. The transition towards being an active citizen, 
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might be a step we cannot expect many older adults to take. However, upcoming 
generations of older adults, might be more open to these ideals, and find it easier to 
adjust to the active-citizenship regime. 
Alternative models or initiatives with the same goal as FGC but achieved through 
different strategies, could also be a focus of future research projects. One alternative 
is the village model, developed in the USA (Scharlach et al., 2011) by neighborhood 
dwelling older adults, and copied in Amsterdam, the Netherlands. The idea is that 
knowing one’s neighbors could result in supporting one another if necessary. The 
way the Dutch Villages are shaped might form an alternative to the FGC in enabling 
social networks to develop and stimulate care solutions coming from the community. 
This way, support can be realized more naturally, without organizing a meeting. 
Also, these Villages focus more on peers and reciprocity, and less on care from family 
members. It would be interesting to study the social cohesion and informal care 
giving processes within these Dutch Villages. 
Since both professional elderly care and informal and community-based care 
provisions are currently going through such intensive changes and all the above 
given research suggestions would involve pioneering, we would advise the use of a 
Participatory Action Research design. Such a design would give the opportunity to 
bring the different stakeholders – older adults, neighborhood communities, social 
workers etc. - together and find an approach that would best suit their needs and 
wishes. It also gives the chance to respond to new initiatives by action groups or 
socially engaged citizens, such as WOW or the initiators of the Dutch Villages. We 
believe this creates commitment and collaboration, giving the chosen approach the 
biggest chance to develop into something sustainable.  
Recommendations for social work practice and education
In this study, we found that social workers experienced some difficulties in working 
with FGC because they were not yet comfortable with the role of facilitator and 
coach, and with having to trust clients and their social networks to make their own 
plans and follow-up on them. To a certain extent social workers were right about 
having these doubts, since we found that certain social systems seem to not be 
equipped to deal with FGC in a positive way. Also, social workers were uncertain 
about whom to introduce FGC to, and ‘solved’ this problem by only introducing it to 
clients for whom they had exhausted all their other options. Clearly, social workers 
need more guidance during their education and in practice in when and how to work 
with empowering models such as FGC. It might help if social work education would 
focus more on creating awareness, with social workers and with their clients and the 
social network members involved, concerning their feeling and framing rules, present 
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capabilities and possibilities, and the actual possibilities within the current welfare 
state. 
By extension, social workers could have a signaling function when it comes to 
clients who, in their estimation, are in their current situation unable to meet the 
active citizenship expectations. If structural environmental factors prevent people 
from living up to societal expectations, their environment should, according to van 
Ewijk’s contextual transformative approach (2010) be adapted to them. FGC could be 
applied as part of the contextual transformative approach at a certain stage, either in 
the beginning or after making some improvements to the context first. 
In the Netherlands, a model has been developed along these lines by a group of 
people who separated themselves from the Dutch FGC Foundation, under the new 
name of the Stronger Together Foundation. Their model is still based on the FGC but 
they added some features, such as a stronger cooperation between the coordinator – 
who they gave the job title of coach – and the social worker, and explicit attention to 
following-up on the plan. Additionally, the foundation offers social workers support 
by inspiring and stimulating them to think, act and organize in a different, active 
citizenship oriented way.  It may be worth experimenting with this model in the field 
of elderly care. 
For the larger group of older adults with less complex issues, it might be interesting 
to develop FGC related models which provide an answer to the objections of our 
older respondents to the current form of the FGC. We held a focus group session 
among some stakeholders from the FGC foundation, the WOW and initiators of 
some of the Dutch Villages to discuss future possibilities. They argued that such 
models should focus more on reciprocity and peer-to-peer support, be embedded 
in neighborhood networks, and be organized in a less formal, more ‘low-key’ way. An 
additional suggestion from the focus group participants was to motivate older adults 
to make a preliminary plan concerning how they would want to deal with possible 
difficulties, for example if they would fall and break something or if their mental 
capabilities would start diminishing. The participants in the focus group stressed that 
older adults should be informed about the necessity of thinking ahead, since they 
have the tendency to postpone thinking about the future until it is too late. 
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INTRODUCTIE
Populaties in Westerse landen zijn aan het vergrijzen, door een toegenomen 
levensverwachting en omdat de baby-boom generatie de pensioenleeftijd aan het 
bereiken is. In Nederland zal in 2030 een kwart van de populatie 65 jaar of ouder 
zijn (van Campen, 2008). In 2005 heeft de Nederlandse regering een visie op de 
vergrijzende samenleving geformuleerd, waarin ze zegt: ‘Ouderen zijn soevereine 
en waardige burgers, ook wanneer belangrijke bronnen voor het ondersteunen 
van een onafhankelijk bestaan verdwijnen (VWS, 2005). In dit beleidsdocument 
beschouwde de overheid de participatie van ouderen als een gedeelde kwestie, 
waarbij ze ouderen uitnodigde om de verantwoordelijkheid te nemen en onderdeel 
uit te maken van de maatschappij, en de maatschappij om ouderen te respecteren en 
includeren. 
Een belangrijk motief voor de overheid om op een dergelijke transitie aan te sturen 
was het beheersen van de stijgende zorgkosten (Korpi, 2003; de Boer en van der 
Lans, 2011). Dure langdurige zorg moest zo veel mogelijk worden vervangen door 
informele ondersteuning en korte termijn of incidentele zorg. Daarnaast probeert de 
overheid de kosten te beperken door het moeilijker te maken voor ouderen om een 
indicatie te krijgen voor een verzorgingshuis of andere dure vormen van zorg, en dit 
te vervangen door een combinatie van: 1) informele zorg; 2) basiszorg, gedekt vanuit 
de Zorgverzekeringswet (ZVW); 3) lichte langdurige zorg, betaald vanuit de Wet 
maatschappelijke ondersteuning (Wmo); en 4) zware langdurige zorg die nog steeds 
wordt gedekt door de Wet Landurige Zorg (WLZ) maar minder toegankelijk wordt. 
Deze transitie heeft mogelijk gevolgen voor burgers. Onderdeel van de transitie 
is een toegenomen focus op succesvol en actief ouder worden. Echter, wanneer 
ouderen in toenemende mate in hun eigen huis blijven wonen, zullen ze meer 
ondersteuning nodig hebben van de mensen om hen heen. De positieve kant 
hiervan is dat dit aansluit bij de wens van veel ouderen om in hun eigen huis en wijk 
oud te worden (van Campen, 2011). De negatieve kant is echter dat ouderen niet 
graag afhankelijk lijken te zijn van informele ondersteuning en geneigd zijn dit af 
te wijzen, terwijl ze wel ondersteuning nodig hebben (ibid.). Wanneer ouderen wel 
informele steun accepteren, verhoogt dit de druk op hun sociale netwerk. 
Complicaties
De transitie van de verzorgingsstaat kan als gevolg hebben dat ouderen niet 
de zorg ontvangen die ze nodig hebben. In sommige gevallen kunnen ze zelfs 
verwaarloosd en geïsoleerd raken, en de regie over hun leven en zorg verliezen door 
een gebrek aan keuzemogelijkheden (van Tilburg et al. 2004; Jonker et al. 2009). Dit 
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kan verschillende redenen hebben: 1) het grootste deel van de zorg voor ouderen 
wordt al verleend door mantelzorgers (WHO, 2002), wiens mogelijkheden niet 
onbeperkt opgerekt kunnen worden (de Boer et al., 2009); 2) ondersteuning vanuit 
buurtgenoten ontstaan niet vanzelf (Linders, 2010) en de netwerken van ouderen 
worden vaak kleiner door het overlijden van vrienden en familieleden (WHO, 2002); 
3) er zitten grenzen aan mantelzorg: het in huis nemen ouderen, hen onder de 
douche zetten of dagelijks helpen met de steunkousen lijkt voor veel burgers een 
brug te ver (Tonkens en de Wilde, 2013; Westendorp, 2013); en 4) ouderen lijken het 
nadenken over hun toenemende afhankelijkheid zo ver mogelijk voor zich uit te 
schuiven (Roe et al., 2001; Gillsjö et al., 2011). 
De Eigen Kracht-conferentie
Een manier om met de genoemde complicaties om te gaan zou de Eigen Kracht-
conferentie (EK-c) kunnen zijn. Een EK-c is een bijeenkomst met een persoon die 
ondersteuning nodig heeft – de hoofdpersoon – en diens sociale netwerk. In deze 
bijeenkomst bespreken de aanwezigen de situatie van de hoofdpersoon en gaan 
ze op zoek naar oplossingen, uitgaande van de aanwezige krachten en kwaliteiten 
in het netwerk. De afspraken leggen ze vast in een plan. Hulpverleners kunnen 
informatie geven over voorzieningen en de mogelijkheden die ze zelf hebben om 
de hoofdpersoon en het netwerk te ondersteunen. Echter, het plan wordt gemaakt 
door de hoofdpersoon zelf, en diens naasten. De EK-c wordt georganiseerd door een 
coördinator die voor de Eigen Kracht Centrale werkt. De coördinator is bij uitstek 
geen hulpverlener, maar een burger die het belangrijk vindt om medeburgers te 
ondersteunen. De onafhankelijke positie van de coördinator wordt gezien als cruciaal 
voor het succes van een EK-c. De EK-c doorloopt drie fasen (Sundell et al., 2001), 
afgebeeld in figuur 1. 
Voorbereidingsfase
• Onafhankelijke coördinator 
selecteren;
• Bepalen wie uitgenodigd 
wordt en centrale vraag 
formuleren;
• Datum en tijd vaststellen
De EK-c
   1. Informatiefase
      2. Besloten tijd voor 
        hoofdpersoon en sociale
      netwerk
   3. Presentatie van het plan
Actie- en evaluatiefase
   • Uitvoering van het plan;
      • Evaluatie na drie 
         maanden.
Figuur 1. Fasen van de EK-c
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De implementatie van de EK-c bij ouderen
De EK-c is ontwikkeld voor, en wordt voornamelijk gebruikt in, de jeugdzorg. Bij de 
start van ons onderzoeksproject moest de EK-c dus nog geïntroduceerd worden 
in de ouderenzorg. Om te beginnen wilden we onze aandacht richten op één 
stadsdeel in Amsterdam, maar de organisaties die daar gevestigd waren konden niet 
garanderen dat ze voor voldoende aanmeldingen van ouderen konden zorgen. Als 
gevolg hiervan hebben we onze focus verbreed naar heel Amsterdam. Samen met 
de Wijze Oude Wijven (WOUW) – de initiatiefnemers van dit project – en de Eigen 
Kracht Centrale zijn we informatiebijeenkomsten en trainingen gaan organiseren, 
en hebben we gesprekken gevoerd met managers, hulpverleners en ouderen. 
De overheersende houding ten opzichte van de EK-c was positief en de meeste 
organisaties waren bereid energie te steken in het werven van ouderen. In de praktijk 
bleek dit echter gemakkelijker gezegd dan gedaan, en kwamen de aanmeldingen 
moeizaam op gang. Hierdoor begonnen wij ons af te vragen hoe het kwam dat de 
implementatie van EK-c voor ouderen gepaard ging met zoveel belemmeringen.
De hoofdvraag
De oorspronkelijke hoofdvraag van het onderzoek was:
(Op welke manier) kan de Eigen Kracht-conferentie ouderen helpen bij het behouden of 
versterken van hun relationele empowerment?
De theoretische focus was relationele autonomie, aangezien eerder onderzoek 
naar EK-c in de jeugdzorg liet zien dat de EK-c een bijdrage kan leveren aan de 
empowerment van de hoofdpersoon en diens netwerk (Hayes en Houston, 2007; 
Sundell en Vinnerljung, 2004; Cosner Berzin et al., 2007; Holland en O’Neill, 2006; 
Crampton, 2007). Voor ouderen was dit nog niet onderzocht. Gedurende het 
onderzoekstraject, als gevolg van de achterblijvende aanmeldingen, hebben we de 
oorspronkelijke hoofdvraag aangevuld met de volgende onderzoeksvraag:
Welke factoren – op het niveau van hulpverleners en van ouderen – beïnvloeden de 
implementatie van de EK-c voor ouderen?
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METHODOLOGIE
We zijn uitgegaan van een Participatory Action Research (PAR) benadering (Cornwall 
en Jewkes, 1995; White et al., 2004). We hadden een overheersende focus op 
het participatieve aspect, aangezien we het onderzoeksplan en proces hebben 
opgezet en uitgevoerd in nauwe samenwerking met (een deel van) de belangrijkste 
stakeholders. Een eerste belangrijke groep was in ons geval de leden van de 
Wijze Oude Wijven (WOUW), die het project hadden geïnitieerd. De WOUW is een 
actiegroep van oudere vrouwen van 55 jaar of ouder, die zich sinds 1981 inzet voor 
de rechten van vrouwen18. Leden van de WOUW signaleerden bij hun achterban 
de angst om de controle over hun leven te verliezen wanneer ze afhankelijker 
zouden worden. Deze leden hebben onze onderzoeksgroep benaderd met de 
vraag of we hen wilden helpen bij het implementeren en onderzoeken van de EK-c 
voor ouderen. Hierbij was ook de betrokkenheid van de Eigen Kracht Centrale van 
groot belang, aangezien zij veel ervaring hadden met het introduceren van de EK-c 
bij verschillende doelgroepen, door informatiebijeenkomsten en trainingen te 
organiseren. Als laatste waren de hulpverleningsorganisaties gericht op ouderenzorg 
een belangrijke partij. Echter, hoewel de managers van deze organisaties 
overwegend positief waren over EK-c voor ouderen kwam er geen daadwerkelijke 
samenwerking met hen tot stand. In plaats van een samenwerking met specifieke 
hulpverleningsorganisaties hebben we onze blik verruimd en alle organisaties 
gericht op ouderen in Amsterdam geïnformeerd.
Het onderzoek is opgezet als responsieve evaluatie (Abma en Widdershoven, 2006). 
Het onderzoeksontwerp hebben we in nauwe samenwerking met de WOUW en 
de Eigen Kracht Centrale ontwikkeld, maar ook met de eisen van de subsidiegever 
waar we ons op richtten in het hoofd. We hebben expliciet de perspectieven van 
verschillende belanghebbenden geïncludeerd, zoals de deelnemers aan de EK-c’s, 
ouderen in het algemeen, de leden van de WOUW, en sociaal werkers met en zonder 
EK-c ervaring. Al deze perspectieven wierpen een ander licht op de kwestie en gaven 
ons een completer en rijker beeld. 
Meervoudige casestudie: acht EK-c’s voor ouderen
De feitelijke EK-c ervaringen hebben we onderzocht middels een case studie 
ontwerp (Stake, 2006). We hebben de acht ouderen voor wie een EK-c is 
georganiseerd gevolgd tijdens het hele proces. Indien mogelijk hebben we voor de 
EK-c, kort erna en een half jaar later interviews gehouden met de ouderen. Daarnaast 
hebben we leden van het sociale netwerk en betrokken hulpverleners gesproken. De 
18 www.wouw-amsterdam.nl, visited on 16 November 2011
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interviews waren gericht op relationele empowerment processen die zich wel of niet 
voordeden tijdens de EK-c. 
Het introduceren van de EK-c: belemmerende factoren voor ouderen en  
sociaal werkers
Omdat de introductie van de EK-c voor ouderen een langzaam en lastig proces bleek 
te zijn, hebben we een deelonderzoek gericht op de bedenkingen van ouderen en 
sociaal werkers. De twijfels en bedenkingen van ouderen hebben we onderzocht 
middels individuele interviews, duo interviews (veelal met partners) en focusgroep 
gesprekken met in totaal 74 respondenten. Daarnaast hebben we een focusgroep 
gesprek gehouden met leden van de WOUW, en heeft een individueel interview 
plaatsgevonden met één van de WOUW leden die het onderzoek heeft geïnitieerd. 
De bedenkingen van sociaal werkers hebben we onderzocht middels een exploratief 
ontwerp (Lincoln en Guba, 1985). Het onderzoek bestond uit verschillende fasen, 
volgens de constant vergelijkende methode van Glaser (1965). We begonnen met 
het verspreiden van een enquête onder sociaal werkers om een algemeen beeld 
te krijgen van hun ideeën over de inzet van EK-c’s voor ouderen. 36 sociaal werkers 
hebben de enquête ingevuld. De resultaten van de enquête hebben we verder 
uitgediept in drie focusgroep gesprekken: 1) met sociaal werkers met EK-c ervaring; 
2) met sociaal werkers zonder EK-c ervaring; en 3) met een gemengde groep van 
sociaal werkers met en zonder EK-c ervaring. 
Analyse
De focusgroep gesprekken en de individuele interviews hebben we geanalyseerd 
met behulp van het software programma MaxQda10. We hebben een thematische 
analyse uitgevoerd, aan de hand van de opzet van de focusgroep gesprekken, om 
patronen te identificeren (Braun en Clark, 2006). Dit is een gedetailleerd proces 
waarin de onderzoeker de empirische data beschrijft en thema’s definieert gebaseerd 
op hun relevantie voor de hoofdvraag. Als ‘sensitizing concepts’ zijn we uitgegaan 
van veerkracht en relationele autonomie. Tijdens het onderzoeksproces zijn we 
in een iteratief proces steeds heen en weer gegaan tussen de empirische data en 
de theoretische concepten. Hierdoor konden we een voorlopig theoretisch kader 
creëren, wat we vervolgens konden aanpassen en verfijnen met behulp van de data 
(Jackson en Mazzei, 2013).
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RESULTATEN
Hoofdstuk 2. De Eigen Kracht-conferentie: een theoretische onderbouwing
Een belangrijk doel van de EK-c is om de hoofdpersoon en diens sociale netwerk te 
helpen in hun empowerment proces. In de wetenschappelijke literatuur is echter 
onvoldoende bekend over onderliggende theorieën om deze empowerment 
processen te verklaren en duiden. In dit hoofdstuk geven we een theoretische 
onderbouwing voor de manier waarop empowerment verbonden kan worden 
aan de onderliggende uitgangspunten van de EK-c. Hoewel empowerment in de 
literatuur vaak genoemd wordt als doel van de EK-c zijn auteurs het niet eens over 
de operationalisatie van empowerment, vooral wat betreft het relationele niveau 
van de persoon en zijn omgeving. Wij passen de concepten ‘relationele autonomie’ 
en ‘veerkracht’ toe om empowerment op het relationele en individuele niveau te 
operationaliseren. 
Empowerment kan gedefinieerd worden als ‘[…] een proces, een mechanisme 
waardoor mensen […] regie krijgen over hun leven’ (Rosenfield in Tilly en Pollock, 
1999: 57). Factoren die een bijdrage leveren aan empowerment processen op het 
niveau van het individu kunnen onderverdeeld worden in emotionele, cognitieve 
en gedragsmatige factoren (Zimmerman, 1995; Becker, 2004). Daarnaast legt 
een aantal auteurs (Christens, 2012; Riger, 1993; Rowlands, 1996; Penninx, 2004; 
van Regenmortel, 2009; Baur, 2012) de nadruk op een vierde factor: sociale en 
interpersoonlijke relaties. Het toevoegen van deze factor maakt van empowerment 
een inherent relationeel concept. Relationele empowerment kan gezien worden als 
het centrale concept, en het meest prominente proces, van de EK-c. Om het proces 
van relationele empowerment uit te leggen, hebben we veerkracht en relationele 
autonomie als concepten toegepast. De meest belangrijke factoren die bijdrage 
aan veerkracht zijn: 1) zelfreflectie, 2) wederkerigheid, en 3) sociale ondersteuning 
(Janssen et al., 2010). Veerkracht richt zich op de reflectie van een individu op 
zijn gedachten en acties, maar erkent ook de invloed van het ontvangen van 
sociale ondersteuning en het belang van iets terug kunnen doen, op het proces 
van zelfreflectie. Wat betreft relationele autonomie zijn de belangrijkste factoren 
die daaraan bijdragen; 1) zelfrespect, 2) ontvangen respect, en 3) bemoeien met 
compassie (Verkerk, 2001). Het centrale idee achter relationele autonomie is dat het 
gezien wordt als een sociaal gevormde capaciteit waarbinnen individuen een manier 
vinden om ‘[…] in lijn te leven met iemand’s eigen waarden en identiteit’ (Schipper et al., 
2011: 526). Deze waarden en identiteit zijn ook weer gevormd door interpersoonlijke 
relaties en de sociale omgeving. 
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Tijdens een EK-c maken de hoofdpersoon en diens sociale netwerk hun eigen 
beslissingen en hun eigen plan. Maar het is meer dan dat. Relationele empowerment, 
relationele autonomie en veerkracht geven een adequate, hoewel theoretische, 
beschrijving van het mogelijke empowerment proces en de beoogde uitkomsten van 
een EK-c. Zowel inter- als intrapersoonlijke processen vinden plaats, en belangrijke 
uitgangspunten zijn: regie ervaren, een gevoel van eigenwaarde, problemen delen 
met anderen, en gerespecteerd worden door anderen. We doen verslag van de 
praktische implicaties van het ondersteunen van de empowerment processen van 
ouderen middels de EK-c, in de volgende hoofdstukken.  
Hoofdstuk 3. De potentie van de Eigen Kracht-conferentie voor ouderen:  
een case studie
In dit hoofdstuk verkennen we de praktische toepasbaarheid van relationele 
autonomie en veerkracht om de EK-c processen van ouderen te begrijpen. 
We hebben een case studie uitgevoerd onder acht ouderen voor wie een EK-c 
is georganiseerd. Vervolgens hebben we twee cases uitgezocht om verder te 
analyseren en vergelijken. De eerste casus, het verhaal van mevrouw Braafheid, 
hebben we gekozen omdat het gaat om een complexe situatie waarin haar kleine 
netwerk een negatieve invloed heeft op haar leven. De tweede casus, van meneer 
Stapel, hebben we gekozen omdat zijn problemen, in tegenstelling tot die van 
mevrouw Braafheid, relatief eenvoudig waren en zijn netwerk erg capabel en divers 
was. Het zijn beide extreme casussen (Flyvbjerg, 2006) en van de acht casussen 
vertonen deze twee verhalen het grootste contrast als het gaat om het EK-c proces 
en de uitkomsten. Hierdoor kunnen we in potentie veel van beide casussen leren 
(Abma en Stake, 2014). 
Mevrouw Braafheid (85) was een Surinaamse vrouw die zelfstandig woonde, samen 
met haar zoon Andy (58) en haar kleindochter Ruth (34). Andy was drugsverslaafd 
en leek geld te stelen om zijn verslaving te financieren. Ruth had waarschijnlijk 
psychiatrische problemen, was vaak dagenlang zoek en maakte schulden op haar 
oma’s naam. De situatie met Andy en Ruth veroorzaakte financiële en emotionele 
problemen bij mevrouw Braafheid, en dit was ook de reden om de EK-c te 
organiseren. Tijdens de EK-c waren een paar familieleden aanwezig, maar Ruth en 
Andy waren er niet bij. Toch was het EK-c plan grotendeels gericht op acties die Ruth 
en Andy zouden moeten ondernemen, waar ze geen stem in hadden gehad en waar 
ze niet open voor stonden. Daarbij omvatte het plan een verhuizing van mevrouw 
Braafheid naar een verzorgingshuis, wat nog niet mogelijk bleek omdat ze een te 
lage zorgindicatie had. 
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Meneer Stapel was bijna 65 jaar oud. Hij was weduwnaar en woonde zelfstandig. 
Zijn vrouw was tien jaar geleden overleden en sindsdien was hij zichzelf steeds 
meer gaan isoleren in zijn huis. Ook kookte hij niet meer voor zichzelf en werd 
zijn mobiliteit sterk beperkt door allerlei lichamelijke beperkingen. Hij werkte als 
vertaler van oudhollandse teksten en ging bijna met pensioen, en hij was bang 
dat hij hierdoor nog meer geïsoleerd zou raken. Om deze reden werd de EK-c 
georganiseerd. Een grote groep van familieleden, vrienden en bekenden was 
aanwezig bij de EK-c. Iedereen was bereid en in staat om meneer Stapel te helpen,  
en een haalbaar en stimulerend plan was het resultaat. 
Uit onze analyse bleek dat relationele autonomie en veerkracht geschikt zijn om een 
verklaring te bieden voor de processen die zich voordoen tijdens de EK-c. Echter, 
sommige factoren bleken nog te ontbreken. Op basis van de casus van mevrouw 
Braafheid en meneer Stapel konden we voorzichtig concluderen dat de uitkomsten 
van een EK-c waarschijnlijk het meest positief zijn wanneer: 1) de leden van het 
sociale netwerk in een positie verkeren waarin ze een positieve invloed kunnen 
hebben en kunnen bemoeien met compassie; 2) de oudere bereid en in staat was 
om sociale verbindingen aan te gaan en er een beroep op te doen indien nodig; 
3) de oudere zich eigenaar voelde van zijn eigen situatie en het EK-c proces, en 
een duidelijk doel had; 4) de centrale vraag gericht was op de oudere zelf en niet 
op netwerkleden die niet bereid waren om te veranderen, of niet aanwezig waren. 
Verder leek het theoretisch kader aangevuld te moeten worden met contextuele 
factoren, zoals: de aard en duur van de kwesties die speelden in de situatie; de 
capaciteiten en belangen van het sociale netwerk; en structurele contextuele 
factoren zoals cultuur, opleiding en generationele problemen in het sociale netwerk. 
Hoofdstuk 4. De visie van ouderen op versterking van hun regie en autonomie 
middels de Eigen Kracht-conferentie 
Bij de implementatie van de EK-c voor ouderen in Nederland, leken ouderen 
weerstand te vertonen. Redenen hiervoor hebben we onderzocht en beschreven in 
dit hoofdstuk. We hebben ons gericht op de vraag wat ouderen vinden van de EK-c 
als middel om de controle over hun leven te versterken. Dit hebben we gedaan door 
focusgroep gesprekken, duo interviews en individuele interviews te organiseren met 
in totaal 74 ouderen met verschillende karakteristieken: thuiswonend, wonend in 
een aanleunwoning, of wonend in een verzorgingshuis; en wonend in de stad, in een 
buitenwijk of op het platteland. De volgende thema’s kwamen aan de orde: idee over 
en tevredenheid met hun huidige controle en autonomie, en de bereidheid om een 
EK-c te organiseren om dit te verbeteren. 
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Een veelgehoorde eerste reactie onder onze respondenten was: ik zou niet weten 
wie ik uit zou moeten nodigen. Ze noemden allerlei redenen waarom hun sociale 
netwerk niet bereid of in staat zou zijn om deel te nemen aan een EK-c. Vervolgens 
probeerden we te achterhalen wat schuilging achter deze eerste reactie. Dit kon 
te maken hebben met het idee dat mensen, voornamelijk partners en kinderen, er 
toch wel voor ze zouden zijn, ook zonder een EK-c. Daarnaast hadden respondenten 
het gevoel dat ze nog niet oud waren, en dat ze dus nog niet toe waren aan een 
dergelijke interventie. Dit gevoel wordt wellicht veroorzaakt door vraagverlegenheid, 
terughoudendheid om de vuile was buiten te hangen, of de angst dat ze de controle 
juist verliezen wanneer ze om hulp vragen. 
We concluderen dat de EK-c, in ieder geval voor de generatie ouderen, meer 
geassocieerd wordt met het verlies van controle en autonomie dan met een 
versterking hiervan. Willen ouderen een dergelijk empowerend model wel 
aansprekend vinden, dan zou de focus waarschijnlijk meer moeten liggen op 
wederkerigheid, ondersteuning van en aan lotgenoten, en oplossingen in plaats van 
problemen. 
Hoofdstuk 5. De visie van sociaal werkers op de Eigen Kracht-conferentie  
voor ouderen
Bij de implementatie van de EK-c voor ouderen in Nederland, bleken sociaal werkers 
terughoudend te zijn in het aanbieden van de EK-c aan ouderen. Om redenen voor 
deze terughoudendheid te achterhalen, hebben we onderzoek gedaan naar de 
ideeën van sociaal werkers met betrekking tot de toepasbaarheid van de EK-c bij 
ouderen. In een explorerend onderzoek hebben we eerst een enquête verspreid 
onder sociaal werkers die met ouderen werkten en geïnformeerd waren over de 
EK-c. Daarna hebben we drie focusgroep gesprekken georganiseerd, met sociaal 
werkers met en zonder ervaring met de EK-c. Aanvullend hebben we vier individuele 
interviews gehouden met sociaal werkers die op dat moment betrokken waren bij 
een EK-c voor een oudere, en met een medewerker van de Eigen Kracht Centrale. 
De respondenten waren positief over de EK-c, maar terughoudend wanneer het 
ging over het aanmelden van hun cliënten voor een EK-c. Redenen voor deze 
terughoudendheid waren: ze werken al met de sociale netwerken van hun cliënten, 
ze zijn bang de controle te verliezen over het hulpverleningsproces, en ze weten 
niet goed hoe ze hun cliënten voor een EK-c moeten motiveren. Ze geven ook 
aan dat hun cliënten terughoudend zijn, want ze zijn bang dat ze juist minder 
zelfregie krijgen door de EK-c, en ze willen hun sociale netwerk niet belasten. Deze 
bevindingen impliceren dat het implementeren van de EK-c in de ouderenzorg een 
complex en langzaam proces is, deels omdat sociaal werkers te weinig ervaring 
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hebben met dit soort empowerende modellen in het algemeen, en de EK-c in het 
bijzonder. Om het werken met de EK-c gemakkelijker te maken voor sociaal werkers, 
kunnen ze hierbij meer begeleiding gebruiken. Daarnaast zou geëxperimenteerd 
kunnen worden met aanpassingen aan de EK-c, bijvoorbeeld door het model minder 
te richten op familienetwerk en meer op buren en lotgenoten, en door meer uit te 
gaan van wederkerigheid. 
Hoofdstuk 6. De Eigen Kracht-conferentie voor ouderen: conflicterende 
verwachtingen tussen ouderen, het sociale netwerk
Naast de twee casussen die we in hoofdstuk drie hebben geanalyseerd, hebben 
we ook gekeken naar de EK-c processen in alle acht de casussen, om factoren te 
identificeren die een positieve of negatieve uitkomst kunnen verklaren. We hebben in 
totaal 28 interviews afgenomen. We hebben met de ouderen, indien mogelijk, steeds 
drie gesprekken gevoerd: voor de EK-c, kort erna, en zes maanden later. Daarnaast 
spraken we met leden van het sociale netwerk en met betrokken hulpverleners. 
De data hebben we geanalyseerd aan de van het Arlie Hocschild’s theorie over 
‘feeling and framing rules’, in het Nederlands gevoels- en inkaderingsregels, en de 
toevoeging van Evelien Tonkens aan deze theorie in de vorm van ‘citizenship regimes’, 
oftewel burgerschapsregimes. 
Hochschild (2008) ziet emoties als verbonden met de context waarin mensen leven. 
Mensen stemmen hun emoties onbewust af op wat klinisch, moreel, sociaal en 
contextueel gezien van ze verwacht wordt. Hochschild noemt deze ongeschreven 
regels ‘gevoelsregels’ (framingrules). Hoewel veel emoties universeel zijn, worden 
de meer subtiele ‘gevoelsregels’ bepaald door de manier waarop mensen naar de 
wereld om zich heen kijken. Dit noemt Hochschild ‘inkaderingsregels’ (framing rules). 
Ze onderscheidt drie verschillende kaders: het morele, het pragmatische en het 
historische kader. Tonkens (2012) heeft de theorie van Hochschild aangevuld met een 
dynamische, contextuele component, om de conflicten tussen feeling en framing 
rules en de veranderende sociale context, beter te begrijpen. Hiervoor introduceert 
ze de ‘burgerschapsregimes’, die ze definieert als: ‘institutionele arrangementen, 
regels en bepalingen, en machtsrelaties die bepalend zijn voor beleidsbeslissingen, 
overheidsuitgaven, framing rules, feeling rules, en eisen van burgers’ (2012: 201). In 
Nederland zijn de volgende regimes de afgelopen decennia achtereenvolgens 
overheersend geweest: 1) het gemeenschapsregime, 2) het zorg-ontvangersregime, 
en 3) het actief-burgerschapsregime. Het gemeenschapsregime is gebaseerd op 
de veronderstelling dat gemeenschappen, en met name de vrouwen, zorgen voor 
hun zorgbehoeftige leden. Het ontvangen van zorg is een gunst, en het bieden van 
zorg wordt gedaan vanuit trots en vreugde. In het zorg-ontvangersregime ligt de 
nadruk op professionele zorg. Het ontvangen van professionele zorg is een recht, 
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en wanneer mensen niet tevreden zijn over de zorg die ze ontvangen, mogen ze 
daarover klagen. In het actief-burgerschapsregime, wat momenteel het discours 
overheerst in westerse landen, wordt van burgers verwacht dat ze hun eigen zorg 
regelen door hun eigen mogelijkheden te combineren met de capaciteiten van hun 
sociale netwerk, mogelijk aangevuld door professionele ondersteuning. 
De resultaten van de EK-c’s voor ouderen leken sterk te worden beïnvloed door de – 
soms conflicterende – verwachtingen van de verschillende betrokkenen, en met de – 
soms onrealistische – verwachtingen vanuit het overheersende burgerschapsregime. 
In de twee casussen waarin de verwachtingen van de ouderen en zijn sociale 
netwerk met elkaar overeen kwamen, en ze de capaciteiten hadden om hun eigen 
oplossingen te vinden, leverde de EK-c een haalbaar plan op. In de zes andere 
casussen deden zich verschillende conflicten voor. Ten eerste zagen we conflicten 
tussen de ondersteuningsverwachtingen van de oudere en van het sociale netwerk, 
met name wanneer de oudere meer van zijn netwerk verwachtte dan zij bereid 
waren te bieden. Een tweede conflict deed zich voor tussen de verwachtingen van 
de oudere en het sociale netwerk, en de verwachtingen vanuit het overheersende 
burgerschapsregime. De oorzaak was meestal dat de betrokkenen redeneerden 
vanuit het zorg-ontvangers regime, terwijl het actief-burgerschapsregime de 
boventoon voerde. Een extra complicerende factor was het feit dat sommige 
ouderen, netwerkleden en hulpverleners onrealistische beelden hadden bij de 
verschillende regimes, waardoor ze meer of andere dingen verwachtten dan 
binnen het heersende regime mogelijk was. Een derde conflict had te maken met 
de vaardigheden die vanuit het actief-burgerschapsregime van burgers verwacht 
werden, en de daadwerkelijke mogelijkheden van deze burgers. Deze verschillende 
conflicten kunnen wellicht voorkomen worden wanneer ouderen, sociale netwerken 
en sociaal werkers zich meer bewust zijn van hun eigen verwachtingen en die van 
anderen, zodat verwachtingen eventueel bijgesteld kunnen worden. De sociaal 
werker kan hier een belangrijke rol in spelen. Ook de verwachtingen vanuit het 
heersende regime, en het bijbehorende beleid, zouden in sommige situaties 
bijgesteld moeten worden, vooral waar het gaat om kwetsbare ouderen met 
complexe problemen. 
DISCUSSIE EN CONCLUSIE
Wat betreft het opstellen van een theoretisch kader, hebben we een interessante 
weg bewandeld. We begonnen met een theoretisch kader dat voornamelijk 
gebaseerd was op psychologische concepten zoals relationele empowerment en 
relationele autonomie. Nadat we het theoretisch kader hadden toegepast op twee 
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casussen kwamen we tot de conclusie dat uitbreiding richting sociaaleconomische 
en culturele factoren nodig was om recht te doen aan de verhalen van mensen. In de 
twee casussen met een positieve uitkomst, was de omgeving van de ouderen stabiel, 
waren voldoende hulpbronnen aanwezig, en beschikten de leden van het sociale 
netwerk voldoende capaciteiten om ondersteuning te bieden. In de zes casussen 
waarin geen haalbaar plan werd opgesteld, zagen we een cultuur van armoede, 
en andere obstakels die cultureel en historisch bepaald waren (Hoofdstuk 6). We 
vermoeden dus dat een bepaalde mate van stabiliteit en relationele empowerment 
nodig is om de EK-c een kans van slagen te laten hebben. 
We zagen ook dat het theoretisch kader een koppeling miste met de huidige 
maatschappelijke veranderingen, en vooral met de transformatie van de 
verzorgingsstaat richting een participatiesamenleving. De bestaande overlap tussen 
aspecten van het gemeenschapsregime, het zorg-ontvangersregime, en het actief-
burgerschapsregime, lijkt conflicten te creëren tussen gevoels- en inkaderingsregels 
van verschillende partijen (Hoofdstuk 6). Een daadwerkelijke verschuiving in het 
discours richting het actief-burgerschapsregime heeft tijd en aandacht nodig. Dit lijkt 
alleen mogelijk wanneer dit op een participatieve, collaboratieve en flexibele manier 
wordt vormgegeven, en wanneer hier voldoende tijd voor wordt genomen. 
Burgerschapsregimes en sociaal werkers
In hoofdstuk 5 deden we verslag van de aarzelingen van sociaal werkers ten aanzien 
van de toepassing van de EK-c op ouderen. We hebben echter nog niet naar hun 
visie en houding gekeken in het licht van de verschuivende burgerschapsregimes. 
Verrassend genoeg zagen we bij de sociaal werkers die daadwerkelijk betrokken 
waren bij een EK-c voor een oudere, en waarvan we een positieve houding ten 
opzichte van de EK-c veronderstelden, voornamelijk redeneringen vanuit het zorg-
ontvangersregime, en in veel mindere mate van het actief-burgerschapsregime. Het 
valt te verwachten dat het zorg-ontvangersregime in nog sterkere mate aanwezig is 
bij sociaal werkers die nog geen ervaring hebben met de EK-c en hier mogelijk sterke 
bedenkingen bij hebben. 
We hebben gezien dat de meest genoemde redenen voor sociaal werkers om geen 
EK-c aan hun oudere cliënten aan te bieden, te maken hadden met het feit dat ze 
het sociale netwerk zelf al bij de hulpverlening betrokken, en dat ze niet goed wisten 
hoe, wanneer en aan wie ze een EK-c konden aanbieden (Hoofdstuk 5). De eerste 
bedenking is beredeneerd vanuit het zorg-ontvangersregime. De sociaal werkers die 
dit argument hadden, leken graag de controle te willen behouden, ook omdat het 
oplossen van problemen in hun ogen bij de rol van hulpverlener hoort. Het tweede 
bezwaar impliceert dat sociaal werkers zich nog niet helemaal vertrouwt voelen met 
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de motiverende en coachende rol die van hen verwacht wordt in het EK-c proces. Een 
onderliggende reden voor sociaal werkers om terughoudend te zijn ten opzicht van 
de EK-c, lijkt ermee te maken te hebben dat ze niet helemaal geloven in het model. 
Dit kan, wellicht terecht, te maken hebben met twijfels over de capaciteiten van hun 
oude cliënten en hun sociale netwerken, om te kunnen voldoen aan de eisen die 
vanuit het actief-burgerschapsregime aan hen gesteld worden.
Burgerschapsregimes en ouderen
Wanneer we ouderen vroegen naar hun mening over de EK-c (Hoofdstuk 4), 
noemden ze meerdere redenen waarom de EK-c hen niet aansprak. Wanneer we 
deze redenen bekijken vanuit conflicterende burgerschapsregimes, zien we twee 
mechanismen. Het eerste mechanisme had te maken met de zorg-ontvangers 
inkadering van ouderen, waardoor ze voor hun gevoel recht te hadden op 
professionele zorg, en hun sociale netwerk hier niet mee wilden belasten. Het tweede 
mechanisme was juist gebaseerd op het actief-burgerschapsregime en zorgde ervoor 
dat ouderen het gevoel hadden dat ze actief, onafhankelijk en autonoom moesten 
zijn en blijven. Deze ervaren maatschappelijke druk om succesvol ouder te worden 
en zo veel mogelijk te blijven participeren zorgde ervoor dat ze hun afnemende 
krachten en capaciteiten zo lang mogelijk probeerden te negeren. 
Is ouder worden nog toegestaan in de participatiemaatschappij?
Het lijkt erop dat ouderen in de participatiemaatschappij zo lang mogelijk actief 
moeten blijven, ook wanneer ze hier steeds minder toe in staat zijn. Dit sluit wellicht 
deels aan bij de wensen van ouderen zelf (Dale et al., 2012; Gillsjö et al., 2011; van 
Campen, 2011) maar zet ouderen die dit in mindere mate kunnen of willen onder 
druk. Een andere interpretatie van de rechten en plichten van burgers binnen de 
participatiemaatschappij zou zich kunnen richten op het recht van ouderen om 
oud en in toenemende mate kwetsbaar te zijn, en daarnaast oog te houden voor de 
algemene behoefte aan autonomie en voor individuele wensen en mogelijkheden.
Naast het vinden van een nieuwe interpretatie van succesvol ouder worden, lijkt 
het noodzakelijk om de dominantie ideeën over afhankelijkheid aan te passen. 
Momenteel wordt afhankelijk zijn gezien als onwenselijk, waardoor ouderen 
wellicht de noodzaak voelen om zo lang mogelijk aan hun onafhankelijkheid vast 
te houden (Hertogh, 2010). Echter, wanneer het gaat over ouder worden lijkt het 
logischer om toenemende afhankelijkheid te accepteren en uit te gaan onderlinge 
afhankelijkheid of relationele autonomie. Vanuit deze visie is het belangrijk dat 
ouderen, netwerkleden en professionals gezamenlijk op zoek gaan naar een 
nieuwe balans tussen autonomie en afhankelijkheid (ibid.). Wanneer deze insteek 
meer geaccepteerd wordt in de samenleving, wordt het voor ouderen wellicht ook 
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gemakkelijker om hun sociale netwerk te vragen om mee te denken over een goede 
manier om vorm te geven aan hun groeiende afhankelijkheid, in de vorm van een 
EK-c of anderszins. 
Concluderend
Onze bevindingen suggereren dat de EK-c een positieve rol kan spelen bij het 
vergroten van de relationele empowerment van ouderen, wanneer:
• Sociaal werkers het om te beginnen aanbieden aan hun cliënten;
• Ouderen ervoor open staan om hun problemen te delen met hun sociale netwerk;
• Ouderen al over een bepaald basisniveau van veerkracht en relationele autonomie 
beschikken;
• Ouderen een divers en capabel sociaal netwerk hebben;
• Problemen gerelateerd zijn aan interne factoren bij de ouderen zelf, en niet 
veroorzaakt worden door externe factoren zoals generationele armoede of zware 
mantelzorgtaken;
• De verwachtingen van ouderen, netwerkleden en de verzorgingsstaat met elkaar 
overeenkomen. 
AANBEVELINGEN VOOR ONDERZOEK
Vervolgonderzoek kan zich richten op de toepassing van de EK-c voor aankomende 
generaties ouderen. Logischerwijs richtte dit onderzoek zich op mensen die nu 
oud zijn. Zij zijn opgegroeid in een maatschappij waarin zorg voornamelijk door 
vrouwen uit de gemeenschap geleverd werd, en ze zijn getuige geweest van de 
opbouw van de verzorgingsstaat waarin zorg vanuit de staat steeds meer een recht 
werd. De transitie richting actief burgerschap is wellicht een stap waarvan we niet 
zomaar kunnen verwachten dat ouderen die nog gaan maken. Echter, toekomstige 
generaties ouderen staan wellicht meer open voor de idealen van het actief-
burgerschapsregime, en passen zich wellicht gemakkelijker aan. 
Daarnaast zou vervolgonderzoek zich kunnen richten op alternatieve modellen met 
hetzelfde doel als de EK-c maar andere strategieën om deze doelen te bereiken. Een 
voorbeeld van zo’n alternatief model zijn de Amsterdamse Stadsdorpen, geïnspireerd 
op het Amerikaanse Village model (Scharlach et al., 2011). Stadsdorpen worden 
opgezet door actieve ouderen in de wijk met het idee dat meer contact in de wijk 
kan leiden tot onderlinge ondersteuning en ‘modern nabuurschap’. Het doel van 
de Stadsdorpen is vergelijkbare met dat van de EK-c, maar de vorm sluit wellicht 
beter aan bij wensen van ouderen omdat ze meer gericht zijn op wederkerigheid en 
ondersteuning vanuit de buurtgemeenschap. Ook kan de ondersteuning binnen de 
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Stadsdorpen meer organisch groeien, zonder dat een formele bijeenkomst nodig 
is. Het lijkt interessant om de sociale cohesie en onderlinge ondersteuning in deze 
Stadsdorpen te onderzoeken. 
Aangezien zowel professionele als informele zorgvoorzieningen momenteel sterk 
veranderen, en de bovengenoemde onderzoeksmogelijkheden zich richten op 
praktijken die pionieren, adviseren we een Participatory Action Research (PAR) 
benadering. Een dergelijke benadering biedt de mogelijkheid om verschillende 
belanghebbenden - ouderen, buurtgemeenschappen, sociaal werkers etc. – bij 
elkaar te brengen om gezamenlijk op zoek te gaan naar een benadering die het 
beste past bij de verschillende behoeften en wensen. Wij geloven dat dit zorgt voor 
betrokkenheid en samenwerking waardoor de kans groter wordt dat ontwikkelde 
praktijk gewaarborgd wordt. 
AANBEVELINGEN VOOR SOCIAAL WERK EN ONDERWIJS
Uit dit onderzoek kwam naar voren dat sociaal werkers moeite hebben met de 
toepassing van de EK-c omdat ze zich nog niet comfortabel voelen bij de rol van 
coach en facilitator, en nog te weinig vertrouwen hebben in de kwaliteiten van 
cliënten en hun netwerken om hun eigen plan op te stellen en uit te voeren. Tot 
op zekere hoogte kunnen we de sociaal werkers hier gelijk in geven. Immers, we 
hebben een aantal sociale systemen gezien die niet in staat bleken om de EK-c 
tot een goed einde te brengen. Los van deze terechte bedenkingen zijn er sociale 
systemen die baat kunnen hebben bij de EK-c, maar weten sociaal werkers niet goed 
aan wie ze de EK-c moesten aanbieden. Dit probleem lossen ze op door de EK-c 
alleen te introduceren bij ouderen bij wie ze alle andere mogelijkheden al hadden 
uitgeput. Het is duidelijk dat sociaal werkers meer ondersteuning nodig hebben, in 
de praktijk en tijdens de opleiding, in het werken met empowerende modellen zoals 
de EK-c. Het kan helpen wanneer sociaal werk opleidingen zich meer richten op 
bewustwording - bij sociaal werkers, cliënten en netwerkleden – van de eigen feeling 
en framing rules en die van de ander, van capaciteiten en mogelijkheden, en van de 
daadwerkelijke opties binnen de huidige verzorgingsstaat. 
Wanneer we doorredeneren, kunnen sociaal werkers een belangrijke signaalfunctie 
hebben wat betreft cliënten die, naar hun inschatting, niet kunnen voldoen aan de 
eisen die vanuit het actief-burgerschapsregime aan ze gesteld worden. Wanneer 
structurele contextuele factoren hen belemmeren, zou de context voor een deel 
aan hen aangepast moeten worden, volgens de contextuele transformationele 
benadering van Van Ewijk (2010a). De EK-c kan toegepast worden als onderdeel van 
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zo’n contextuele transformationele aanpak, wellicht in het begin en wellicht pas 
nadat een aantal verbeteringen zijn aangebracht in de context.
In Nederland is langs deze lijnen een model ontwikkeld door een groep die zich 
heeft afgesplitst van de Eigen Kracht Centrale. Zij opereren onder de naam ‘Stichting 
Sterker Samen’ en hebben het model ‘Je Eigen Plan’ genoemd. Dit model is gebaseerd 
op de EK-c maar is aangevuld met een sterkere samenwerking tussen de coördinator 
en de sociaal werker, en met expliciete aandacht voor de opvolging van het plan. 
Daarbij biedt de stichting sociaal werkers ondersteuning door hen te inspireren 
en stimuleren om hun ondersteuning vorm te geven volgens de uitgangspunten 
van het actief-burgerschapsregime. Het kan interessant zijn om met dit model te 
experimenteren in de ouderenzorg. 
Voor de grote groep ouderen zonder complexe problemen is het misschien 
interessant om EK-c gerelateerde modellen verder te ontwikkelen, en aan te passen 
aan de bezwaren die de ouderen in ons onderzoek geuit hebben ten opzichte 
van de EK-c. Om ons hierop te oriënteren hebben we een focusgroep gesprek 
georganiseerd met betrokkenen vanuit de Eigen Kracht Centrale, de WOUW en een 
aantal initiatiefnemers van een Stadsdorp. Zij benadrukten dat dergelijke modellen 
zich moeten richten op wederkerigheid en ondersteuning tussen ouderen onderling. 
Ook zijn inbedding in de wijk  en een informele, laagdrempelige benadering volgens 
hen van belang. Een aanvullende suggestie van de deelnemers aan de focusgroep 
was om ouderen te motiveren om alvast na te denken over hoe ze om zouden willen 
gaan met toekomstige problemen, bijvoorbeeld wanneer ze vallen en iets breken 
of mentale problemen krijgen. De deelnemers benadrukten dat ouderen bewust 
gemaakt moeten worden van het belang hiervan, omdat ze de neiging hebben om 
pas over de toekomst na te denken wanneer het al te laat is. 
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